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PRICE,    HALF-A-CROWN. 


SILVER  MEDAL  AWARDED. 
INTERNATIONAL    HEALTH    EXHIBITION,   LONDON,  1884. 


^AJNIIAIlX      (REGIS  TERED) 

ROSE  powder: 

A  Soluble  Antiseptic  Dusting  Powder  for  Toilet  and  Children's  use. 

At  the  suggestion  of  an  eminent  authority  in  Surgery  this  elegant 
preparation  of  Boracic  Acid  was  introduced  to  the  notice  of  the  Medical 
Profession  some  five  years  ago  ;  since  then  it  has  acquired  considerable 
favour  both  in  hospital  and  private  practice.  As  a  toilet  powder  for 
Ladies'  and  Children's  use  its  advantages  are  obvious ;  also  in  the 
management  of  cases  of  incontinence  of  urine,  and  in  like  complaints  it 
has  proved  invaluable — the  urine  being  deodorised,  the  bed  and  linen 
freed  from  smell,  and  the  skin  protected  against  sores  and  excoriation. 

See  Reports — British  Medical  Journal,  June  16,  1883  ;  Medical  Prcts,  June  27,  1883  ; 
The  Lancet,  August  4,  1883  ;  Medical  Record,  September  15,  1883 ;  Medical  Times, 
November  3,  IK 

Letters  of  approval  have  been  received  from  many  eminent  Physicians  and 
Surgeons,  extracts  from  'which  are  grren  below:— 

"I  h&ve  given  your  c'.niiabiY  Rope  Powder'  a  rather  smut  trial,  and  I  can  safely 
say  that  it  is  to  be  preferred  to  sr.y  I  have  Hi-en  in  the  habif.  of  previously  recommending 

••  I  am  very  much  pleased  w;th  it,  and  shall  recommend  my  patients  to  procure  it  for 
infants."  HMI  fill 

"  At  the  Hospital  your  '  Rose  Powdee'  has  given  the  greatest  satisfaction;  please  send  a 
large  bottle." 

"Our  local  Chemist  tells  me  that  he  finds  the  Powder  much  liked,  and  such  is  my  own 
experience." 

"I  am  much  pleased  with  the  'Sanitary  Rose  Powder,'  it  is  in  every  respect  a  very 
successful  improvement  on  the  Violet  Powder,  Fuller's  Earth,  &c." 

"  I  have  used  your  'Sanitary  Rose  Powder'  very  frequently,  and  on  all  occasions  its 
use  has  been  attended  with  marked  success." 

•  The  '  Rose  Powder'  I  am  as  much  pleased  with  as  I  was  at  first  trial  of  it." 

"  Many  of  my  patients  are  using  the  Powder,  and  speak  most  highly  of  its  sanitary 
qualities." 

"I  like  your  '  Sanitary  Rose  Powder'  very  much  ;  am  having  it  used  for  my  own 
child,  and  nothing  else  ;  please  send  me  a  much  larger  box  (the  3s.  size)." 


The  Sanitary  Rose  Powder  may  be  obtained  through  all  leading  Chemists,  in  Boxes 
at  Is.,  Is.  9d.,  and  3s.;  and  in  large  Bottles  at  5s. 

Purchasers  are  cautioned  against  Imitations,  each  genuine  Package  bears  the  Trade 
Mark,  "  Three  Arrows,"  and  Name  of  the  Proprietors. 

Upon  request  the  Proprietors  will  forward  a  sample  box,  free  by  post,  to  any  Member 

of  the  Medical  Profession. 

SPECIAL  AGENTS  ABROAD.— Rio  de  Janeiro :  Crashley  &  Co.  Rio  Grande  and 
Porto  Alegre  :  Hallawell  Sc  Co.  Madras  Presidency  :  Oakes  Sc  Co.  Sydney  and  Brisbane  : 
Elliott  Bros.  Melbourne :  Felton,  Grimwade  Sc  Co.  And  through  all  the  London  Whole- 
sale Houses. 

PROPRIETORS— 

JAMBS    WOOLLET,   SONS 

Manufacturing  Pharmaceutical  Chemists,  Manches 


THE    MORRIS    PATENT 

CIRCULATING  FILTER. 


♦♦♦♦♦♦♦♦♦♦♦♦♦♦ 


The  special  feature  in  this  filter  is  the  bringing  of  each 
particle  of  water  into  contact  with  a  great  number 
of  particles  of  carbon,  or  other  medium,  charged 
with  air.  In  most  filters  this  can  only  be  accomplished  in 
a  very  limited  degree,  the  mass  of  filtering  material  they 
contain  becoming  deluged  with  water  and  speedily  losing  its 
charge  of  air.  In  the  "  Morris  "  Filter  a  very  large  proportion 
of  the  material  remains  merely  in  a  moist  state  and  at  no 
time  does  it  become  swamped  with  water.  This  condition  is 
brought  about  by  first  causing  the  water  to  take  a  circuitous 
up-and-down  course  through  various  sections  of  filtering 
medium,  the  bulk  of  which  is  freely  open  to  the  air,  and 
secondly  by  making  the  outlet  freer  than  the  inlet,  so  that 
the  water  is  constantly  escaping  and  cannot  accumulate  in 
the  centre  of  the  filter  and  flood  the  medium. 

The  mechanical  construction  of  the  filter  is  shown  by  the 
accompanying  woodcut.  An  ordinary  outer  case  or  vessel. 
A,  is  divided  into  two  parts  by  the  division  B.  which  forms 
part  of  a  separate  vessel  dropped  into  the  outer  case  and 
hanging  by  a  broad  rim,  as  in  illustration.  In  the  centre 
and  forming  part  of  the  division  B  is  a  tube,  or  chamber,  C,  the  lower  portion  of  which 
protrudes  an  inch  or  two,  so  as  to  form — with  the  aid  of  the  capillary  attraction  of  the 
material — a  syphon  arrangement,  whereby  the  filter  is  drained  perfectly  dry  at  each 
operation. 

The  lower  end,  or  outlet,  of  the  vessel  C,  is  provided  with  a  strainer  of  fine  holes,  the 
upper  mouth,  or  inlet,  being  left  open.  Into  this  containing  vessel,  and  over  the  tube,  C.  is 
loosely  placed  a  second  circular  tube  or  chamber.  D,  with  its  mouth  downwards.  This  vessel 
is  made  to  stand  higher  than  the  central  tube,  C,  and  is  also  of  much  larger  diameter,  so  that 
the  interior  space  of  the  filter  is  partitioned  at  regular  distances  by  the  chambers  C  and  D. 
The  upper  part  of  D  forms  a  flat  plate,  having  au  open  air  tube,  E,  rising  from  the  centre, 
and  the  diameter  of  this  flat  plate  being  a  little  less  than  that  of  the  containing  vessel, 
therefore  leaves  au  annular  space  or  clearance,  F,  around  it  of  about  --inch.  Water  poured 
into  the  upper  part.  G,  of  the  filter,  and  around  E,  must  therefore  find  its  way  through  the 
annular  space,  F,  down  one  section  of  filtering  material  under  the  tube,  or  chamber  D,  up 
through  another  section  of  material  till  it  flows  over  the  top  of  chamber  C,  and  so  down 
through  a  third  column  of  medium  and  through  the  strainer  into  the  lower  compartment  of 
the  filter.  If  now  the  outer  section,  H,  of  the  filtering  medium  be  of  finer  nature  and  more 
compressed  than  the  other  sections,  it  follows  that  the  flow  of  water  will  be  retarded  in  the 
outer  section,  while  it  will  escape  more  freely  through  the  inner  mass  of  material,  thus 
leaving  this  portion  in  a  semi-dry  and,  owing  to  the  open-air  tube,  freely  aerated  condition. 
It  is  advisable  to  place  a  layer  of  fine  sand  about  |-inch  thick  on  the  top  of  the  circular 
plate  ;  this  receives  the  mechanical  impurities  of  the  water,  and  by  being  periodically 
renewed,  prevents  the  filter  becoming  clogged. 

Another  feature  of  this  filter  is  the  easy  simplicity  with  which  it  can  be  cleaned  and 
re-charged.  The  annular  chamber,  D,  is  simply  lifted  out  by  the  air  tube,  E,  when  the  whole 
contents  of  the  filter  can  be  turned  out  into  a  basin,  thus  giving  free  access  to  every  part 
of  the  filter  for  cleansing.  The  old  material  can  be  washed  in  boiling  water  and  baked  in  a 
hot  oven  and  afterwards  exposed  to  the  air,  or  a  new  charge  can  be  used. 


PRICES. 

Capacity.     1  Gall.     2  Galls.     3  Galls.   4  Galls.  C  Galls. 

Enamelled  Stoneware  Filter each  14-     22  6    28/6    36-    51/- 

Doulton's  Manganous  Carbon  for  renewal  Prices  on  application. 


This  Filter  is  also  made  in  all  the  usual  forms  and  designs, 
and  in  the  various  kinds  of  Stoneware. 


The  Morris  Tube,  Ammunition,  and  Safety  Range  Co.,  Limited, 

a  11,    HAYMARKET,    LONDON,     S.W. 


REGISTERED 
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"PUMLINE" 


TRADE  MARK. 


THE  SNOW-GROWN  PINUS  PD1IILI0. 


PUMILINE    ESSENCE,  PUMILINE    EXTRACT. 

PUMILINE   OINTMENT.       PUMILINE   SOAP. 


♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦♦- 


Artich         Stern's  Pumiline  iri  The  British  (ly  narcological  Journal, 

dated  November,  1889. 

THEEE  is  no  necessity  for  fresh  testimony  as  to  the  hygienic 
properties  of  the  various  Pine  Extractives,  nor  as  to  the  special 
excellence  with  which  these  products  have  been  made  available  for 
medicinal  purposes  by  Messrs.  G.  &  G.  STERN.  Those  engaged  in 
other  specialities  than  ours  have  fully  proved,  for  example,  the  useful- 
ness of  the  Pumiline  Jujubes  in  throat  and  pulmonary  affections,  and 
of  the  Pumiline  Essence  and  Extract  for  baths  in  rheumatism.  But 
we  should  like  to  direct  the  attention  of  gynaecologists  to  the  great 
comfort  derived  from  the  use  of  Pumiline  Ointment,  not  only  for 
external  applications  in  cases  of  eczema,  and  vulvar  irritability  from 
other  causes,  but  also  for  making  digital  examinations. 

We  have  tried  it  extensively,  and  have  been  more  than  satisfied 
with  the  result  in  both  matters.  For  cleansing  the  hands  we  have 
also  met  with  few  articles  so  satisfactory  and  pleasant  as  the  Pumiline 
Soap.  For  this  latter,  indeed,  we  confidently  predict  a  considerable 
consumption,  for  its  great  purity  and  low  price,  combined  with  its  un- 
usual utility  in  the  direction  we  have  indicated,  should  make  it  a  great 
favourite  with  surgeons  generally,  and  all  engaged  in  obstetric  and 
gynaecological  work  in  particular.  We  can  heartily  congratulate 
Messrs.  G.  &  G.  STERN  on  their  most  excellent  and  useful  pre- 
parations. 


G.  &  G.  STERN, 

62,    GRAY'S   INN    ROAD.   W.C, 

Will  send  full-sized  Samples,  Descriptive  Pamphlets,  and 
Testimonials  to  Medical  Men,  free  on  application. 
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Hazeline.  -This  ,;',11-,  V  1,i-ThIy1,l'."nV 

_  mended  by   (Ik-   British 

Medical  \  •  iation's  Com- 
mittee  on  Therapeutics.  Haz- 
■cline,  being  1  repared  from 
the  fresh  green  twigs,  con- 
tains all  the  valuable  volatile 


Witch  Hazel  1 


loonfuls  every  hour  until  it  stops, 
3  times  daily  for  a  while  afterwards. 


principles  of  the  plant  Hama- 
melis  Virginica,  and  is  much 
more  uniform  ami  reliable  in 
its  action  than  are  the  tinctures, 
fluid  extracts,  &c,  prepared 
from  the  dried  bark.  Dr. 
Ringer  says  :   "I  have  found 

it  useful  in  checking  the  slight  oozing  of  blood 

sometimes  following  a  confinement     [Manual 
tics).     The  Lancet  says:   "It  lias 

undoubtedly    the    power    of  arresting   many 

forms  of  haemorrhage." 

Directions  for  Use  ok  Hazeline. 

1  ■'.  r    haemorrhage  from    the   womb,   nose, 
lungs,  stomach,  bowels  or  kidneys  take  from 
I  to 
and 

In  catarrh  or  cold  in  the  head,  may  be  sniffed 
up  the  nostrils  with  an  equal  part  of  tepid  water. 

Dose  for  irritated  or  inflamed  throat  and 
lungs,  half  to  one  teaspoonful  occasionally. 

Supplied  to  the  Medical  Profession,  in  j  and 
I  lb.  bottles,  at  is.  2d.  and  3s.  6d.  each. 
Retail  prices,  is.  6d.  and  4s.  6d.  each. 

lodic-Hydrarg.-This.new,anti 

l  CJ  septic  and  ger- 

micide, now  extensively  employed  in  the  St. 
Mary's,  North  West  London  and  other  Hos- 
pitals, is  possessed  of  double  the  bactericidal 
power  of  corrosive  sublimate,  while  it  is  less 
poisonous.  Micrococci  and  bacilli  in  active 
growth  without  spores  are  soon  killed  by  solu- 
tions of  1  in  40,000.  Solutions  of  1  in  2,000 
will  rapidly  destroy  the  spores  of  bacillus  an- 
thracis  and  bacillus  subtillus.  The  use  of  Iodic- 
Ilydrarg.  is  especially  adapted  for  midwifery 
practice.  A  solution  of  one  part  in  1,500  of 
water  may  be  safely  employed  in  obstetric  and 
gynaecological  practice  for  washing  out  the 
vagina.  A  solution  of  corrosive  sublimate  of 
the  same  strength  is  highly  dangerous,  and  has 
in  several  cases  caused  death. 

Supplied  to  the  medical  profession  in  I  oz. 
bottles  at  is.  each. 

A  bsorbent  Cotton  (Lawton's) 

The  hairs  of  the  seeds  of  various  species 
of  Gossypium  picked  and  entirely  freed  from  all 
fatty  matter  and  foreign  impurities  ;  it  is,  in  fact, 
absolutely  pure  lignin  or  cellulose  (C6H10O:>). 
This  differs  from  ordinary  forms  of  cotton  in  pos- 
sessing a  beautiful  downy  flocculence.  It  will 
absorb  thirteen  times  its  own  weight  of  blood  or 
water,  and  is  admirably  adapted  for  surgical  or 


igical  purposes.  When  a  small  piece  is 
floated  on  water  it  quickly  sinks  below  the 
surface,  thus  indicating  the  enormous  absorp- 
tive power  of  the  Lawton*s  Cotton.  Various 
forms  o(  medicated  cotton  may  be  prepared 
from  this,  such  as  Creolin,  Carbolic  Acid',  ..Vc, 
I >v  simply  saturating  the  cotton  with  a  solution 
and  exposing  to  the  atmosphere  until  dry. 
Absorbent  Cotton  saturated  with  Eucalyptiaor 
Pinol  is  admirable  for  use  as  a  filter  when 
placed  in  a  respirator.  The  Lancet  says  :  "  It 
is  beautifully  soft,  really  absorbent,  and  quite 
free  from  chemical-.'' 

Supplied  to  the  medical  profession  in  1 
2  oz.,  4  oz.  and   16  oz.   packets  at  5d.,   Sd., 
is.  id.  and  3s.  each. 

Charged  Vaginal  Tam- 
pons, 


-As 


suggested 


r^_ 


mm 


by  Dr.  Fancourt 
Barnes,  for  the  application  of 
Medicaments  to  the  Cervix  Uteri,  and  for  the 
treatment  of  Displacements  of 
the  Uterus.  The  Tampons  are 
composed  of  concentric  layers 
of  absorbent  cotton  wool  and 
antiseptic  elastic  fibre  enclosed 
in  a  sublimated  antiseptic  gauze. 
In  the  centre  of  each  Tampon 
is  a  capsule  containing  the  drug.  Advantages  : 
Facility  of  Introduction  and  Removal ;  Clean- 
liness, Exactness,  Efficiency,  Economy.  The 
following  is  a  list  of  the  Charged  Tampons 
now  offered  to  the  profession  :  ErcALYl'TiA, 
Iodine,  Iodoform,  Iodised  Phenol  and 
Belladonna. 

Supplied  to  the  medical  profession  at  4s. 
per  doz. 

Hypodermic  Tabloids 

-It  is  well  known 
that  the  ordinary 
extracts  of  Ergot  when  employed  subcu- 
taneously  in  gynx-cological  practice,  frequently 
cause  the  formation  of  a  suppurating  abscess 
at  the  seat  of  application.  The  alkaloid  Ergot- 
inin  may  be  injected  in  doses  of  ^^  to  -j-^j  of  a 
grain.  Injections  of  this  cause  a  minimum 
amount  of  pain,  with  absence  of  subsequent 
suppuration.  Sclerotinic  acid,  another  active 
principle  of  Ergot,  is  also  frequently  found 
useful  in  treating  post-partum  hemorrhage. 

The  other  Hypodermic  Tabloids  used  by 
obstetricians  are  Morphine  and  Cocaine.  The 
Tabloids  are  not  prone  to  decomposition  as  is 
the  case  with  Solutions  of  the  Alkaloids,  and 
they  are  very  portable.  Should  it  be  desirable 
to  allay  any  local  irritation  a  Cocaine  Tabloid 
i  gr.  rubbed  up  with  a  small  quantity  of  Lano- 
line,  may  be  applied  to  the  neck  of  the  womb. 

Hypodermic  Tabloids  supplied  to  the  medical 
profession  in  tubes  containing  from  12  to  20 
Tabloids  at  is.  per  tube. 


in   Obstetrics. 


BURROUGHS,  WELLCOME  &  Co.,  Snow  Hill  Buildings,  London,  E.C. 

Will  be  happy  to  supply  trial  Specimens  to  medical  men  free  on  request. 


THE    BRITISH 

GYNECOLOGICAL 

JOURNAL 


Vol.  V.— No.  20.  February,  1890. 


THE  BRITISH    GYNECOLOGICAL   SOCIETY. 

Wednesday,  November  13,  1889. 

FANCOURT    BARNES,   M.D.,  Vice-President,  in   the    Chair. 

Present  :  27  Fellows,  5  Visitors. 

The  following  was  elected  a  Fellow  of  the  Society  : — Dr. 
T.  K.  Naumann.  The  following  was  proposed  for  election  : — 
Dr.  Edgar  Duke,  St.  Leonard's. 

Dr.  Spanton  showed  some  renal  calculi  which  he  had  re- 
moved from  a  woman  aged  23,  under  his  care.     The  patient 
had  complained  of  pain  and  discomfort  in  the  left  loin  some 
three  years  since,  for  which  she  had  been  treated.     Nothing 
further  transpired  for  a  year,  but  about  two  years  ago  it  was 
noticed  that  her  urine  contained  a  considerable  amount  of 
lithates  and  this  was  associated  with  some  increase  in  the 
pain  and  a  little  swelling  in  the  left  loin.     Nothing  whatever 
was  noticed  on  the  right  side.     The  swelling  on  the  left  side 
gradually  increased  in  size,  and  she  was  on  three  occasions 
admitted  into  the  Manchester  Clinical    Hospital,  where  she 
stayed  for  a  time,  and  then  left  without  anything  being  done. 
At  the  end  of  three  years  the  swelling  reached  to  the  um- 
bilicus on  the  left  side  and  down  as  far  as  the  iliac  crest.     It 
was  fluctuating,  elastic,  and  evidently  contained  fluid.     She 
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was  in  great  discomfort  and  was  unable  to  get  about.     The 
urine  contained  about  a  twentieth  of  albumen.     Sp.  gr.,  1,025. 
Though  thin,  the  general  condition  of  the  patient  was  fairly 
good.     He  cut  down  on  the  swelling  in  the  left  loin,  aspirated 
and  withdrew  half  a  pint  of  thick  urine  similar  to  what  she 
had  been  passing.     He  then  enlarged  the  opening  and  intro- 
duced the  finger,  letting  out  one  and  a-half  pints  of  thickish 
urine,  and  then  he  came  down  on  the  cavities  in  the  pelvis  of 
the   kidney.     He   showed  a  calculus  which  was   firmly  im- 
pacted   in  the  ureter   on  the  left  side  and  very  difficult  to 
remove,  requiring  to  be  crushed  before  removal  with  forceps. 
It  weighed   180  grains.     For  a  week  or  ten  days  the  patient 
did  well,  passing  from  sixteen  to  sixty  ounces  of  urine  by  the 
urethra  every  day,  and  large  quantities  also  escaped  from  the 
loin  wound  in  the  loin.     Then  she  began  to  go  wrong,  feeling 
sick,  but  there  were  no  urasmic  convulsions,  nor   coma,  nor 
delirium,  and  a  couple  of  days  later  she  died.     From  first  to 
last  nothing  had  been  complained  of  on  the  right  side,  and 
although  an  examination  was  made  on  that  side  while  she 
was  under  chloroform  it  failed  to  show  that   anything  was 
wrong.     After  death  they  found  that  the  right  kidney  was 
practically  gone,   being  represented  only  by   a   mere   shell. 
The  ureter  was  completely  blocked  and  a  number  of  calculi 
were  found  in  it.     He  remarked  on  the  fact  that  the  calculi, 
though  contained  in  a  cavity  which  would  hold  at  least  a  pint 
of  liquid,  were  rounded  off  just  as  they  might  have  been  in 
the  bladder.     How  the  ureter  should  have  become  blocked 
and  how  this  state  of  things  went  on  he  could  not  tell.     He 
observed  that  it   was    impossible  not   to   feel    that,  had   the 
patient  been  operated  on  when  she  first  applied  for  assistance, 
the  result  might  have  been  different. 

Dr.  Heywood  Smith  asked  whether  it  was  not  a  common 
experience  to  find  calculous  formations  on  both  sides  at  the 
same  time.  He  remembered  a  case  which  occurred  twenty 
years  ago.  There  was  enormous  abdominal  tumour,  extremely 
difficult  to  diagnose,  but  it  was  thought  to  be  ovarian.  At  the 
suggestion  of  Mr.  Thornton  he  aspirated  and  withdrew  six 
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ounces  of  thin  urinous  fluid,  immediately  after  which  the  pa- 
tient sank  and  died.  After  death  both  kidneys  were  found 
enormously  distended,  the  walls  not  being  thicker  than  a 
sheet  of  paper,  and  each  pelvis  blocked  with  a  large  rough 
calculus. 

Mr.  Bowreman  Jessett  asked  whether  pus  was  found  in 
the  urine,  because  he  said  the  fact  possessed  interest  in  view 
of  a  case  at  present  under  his  care.     A  woman  came  to  him 
five  years  ago  with  a  large  tumour  on  the  right  side  which  was 
diagnosed  to  be  an  enlarged  kidney,  probably  a  case  of  pyo- 
nephrosis.    She  was  kept  in  the  hospital  for  some  time,  but 
refused  to   undergo  any   operation,  and    the   tumour   disap- 
peared.    She  came  back  again  at  the  end  of  four  years  with 
complete  suppression  of  urine  and  the  tumour  on  the  right 
side  had    completely  disappeared,  but  another   tumour   was 
now  present  on  the  left  side.     She  came  on  the  Wednesday 
with  a  history   of  not   having   passed    any   urine   since  the 
preceding  Monday.     She   was  placed    under   observation  to 
see  if  this  was  really  the  case    and  a   catheter  was   passed 
into  the  bladder,  but  no  urine  was  found.     At  the  expiration 
of  from  eighteen  to  twenty  hours  he  cut  down   on  the  left 
loin  and  let  out  a  large  quantity  of  urine  and  pus,  but  he 
could  find   no   stone.     There  was  a  huge   cavity   which   he 
drained  in  the  usual  way,  and  about  a  week  after  a  stone  the 
size  of  a  bean  escaped  through  the  wound.     She  again  began 
to  pass  water  by  the  bladder  and  rapidly  got  well,  and  left 
the  hospital,  the  wound   in   the  loin  healing.     Nothing  more 
was  heard  of  her  until  three  weeks  ago,  when  she  was  again 
admitted  with  another  attack  of  complete  suppression  and 
tumour  in  the  left  side.     He  opened  up  the  left  kidney  once 
more,  and  let  out  a  quantity  of  urine  and  pus,  but  could  find 
no  stone,  although  he  examined  the  pelvis  very  carefully  and 
passed  a  sound  down  the  ureter  to  see  if  a  stone  was  im- 
pacted there.     He  drained  as  before,  and  so  far,  the  patient 
was  doing  very  well.     The  specimen  which  had  been  shown 
them   rather  opened   his   eyes   as  to  the  reason   of  his  not 
detecting  the  stone  in  the  first  instance,  for  the  stone  there 
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was  tucked  away  behind  a  sort  of  partition  in  such  a  way  as 
easily  to  escape  recognition.  He  supposed  that  his  patient 
had  a  small  calculus  impacted  in  the  ureter  somewhere. 
She  had  passed  a  small  quantity  of  urine  since  the  operation, 
but  not  very  much.     The  patient  made  a  good  recovery. 

Dr.  Oliver,  alluding  to  the  age  of  Dr.  Spanton's  patient, 
and  the  developmental  connection  between  the  genital  and 
the  urinary  apparatus,  asked  whether  there  had  been  any 
interference  with  the  menstrual  function.  He  said  he  had 
seen  menorrhagia  in  many  of  those  cases  which  he  attributed 
to  sympathetic  irritation. 

Mr.  JESSETT  added  that  in  his  case  the  other  kidney  he 
supposed  to  be  atrophied  to  such  an  extent  as  to  render  the 
removal  of  the  left  organ  quite  unjustifiable. 

Dr.  SPANTON,  in  reply,  said  there  was  very  little  pus  in 
the  urine.  He  had  experienced  the  same  difficulty  with  the 
stone  as  Mr.  Jessett,  it  being  encysted.  He  should  have 
remarked  that  although  the  patient  had  not  lived  with  her 
husband  for  two  years  yet  for  twelve  months  previously  there 
had  been  complete  amenorrhcea. 

Case  of  Gall  Stones  in  a  Man. 

Mr.  LAWSON  Tait  said  he  had  an  extremely  interesting 
specimen,  although  it  was  hardly  gynaecological.  The  patient, 
however,  occupied  a  very  prominent  position  in  the  profes- 
sion in  New  York,  and  his  father  was  one  of  the  best  known 
gynaecologists  in  that  country.  The  patient  was  forty  years 
of  age  and  a  fine  specimen  of  humanity.  Ever  since  twenty- 
eight  years  of  age  he  had  suffered  from  gall  stones.  He  had 
constant  pain,  and  the  movement  of  the  carriage  when  driving 
on  his  round  would  bring  on  a  violent  paroxysm.  Nothing 
wouid  relieve  this  pain  but  morphia,  and  for  years  hypodermic 
injections  had  been  indispensable.  Pain  of  some  kind  was 
almost  constant,  and  at  times  it  became  agonising,  with 
transient  attacks  of  jaundice.     The  explanation  was  to  be 
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found  in  the  presence  of  the  three  big  gall  stones  in  his  gall 
bladder  which  he  handed  round,  together  with  hundreds  of 
small  stones.  The  patient  had  come  over  to  him  expressly 
for  the  purpose  of  having  this  operation  performed,  and  that 
very  morning  he  had  cut  down  on  the  gall  bladder,  and  re- 
moved the  calculi,  which  he  produced. 

Dr.  Bedford  Fenwick  said  the  specimen  he  now  showed 
was  not  only  interesting,  but  rare.  The  patient,  two  years 
before,  had  consulted  him,  complaining  of  pain  in  the  back. 
On  examination  she  was  found  to  have  a  congested  cervix 
with  suspicious  pouting  points  on  the  anterior  lip.  This 
was  the  more  significant,  inasmuch  as  her  sister  had  died  of 
cancer  of  the  cervix.  The  "  pouting"  rapidly  enlarged,  and 
finally,  in  September,  1888,  they  cauterised  and  curetted  the 
cervix.  It  looked  very  well  for  about  six  months,  and  then 
the  disease  returned.  The  tissues  became  friable  and  broke 
down  on  the  slightest  touch,  and  there  was  always  a  discharge 
of  blood  after  coitus.  Upon  examination  both  lips  of  the 
cervix  were  distinctly  epitheliomatous  and  they  decided  to 
take  off  the  cervix  above  its  insertion  into  the  vagina,  by 
means  of  the  ecraseur.  The  second  operation  was  performed 
in  March  of  this  year,  and  since  then  nothing  was  seen  of 
the  patient  until  November  2nd.  She  was  now  found  to  be 
undoubtedly  pregnant,  but  even  after  instituting  a  careful 
examination  he  had  not  been  able  to  find  any  opening  into 
the  uterus.  She  was  two  months  gone,  and  was  extremely 
emaciated,  this  condition  being  accounted  for  by  constant 
vomiting.  As  all  the  vaginal  cervix  had  been  removed  this 
vomiting  was  interesting,  in  relation  to  the  old  hypothesis 
that  it  was  disease  of  the  cervix  that  set  up  the  vomiting. 
The  pulse  was  120;  temperature  ioo°  ;  and  there  was  a  con- 
dition of  general  exhaustion.  He  had  consulted  with  Dr.  R. 
T.  Smith,  and  they  decided  to  endeavour  to  induce  labour, 
but  when  they  tried  to  find  an  orifice  of  some  kind  into  which 
to  push  the  tent  they  failed  to  discover  the  slightest  trace  of 
an  opening.  He  mentioned  that  the  uterus  was  drawn  up  to 
such  an  extent  as  to  render  the  vagina  very  tense,  and  during 
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the  fits  of  retching  there  seemed  a  great  possibility  of  the 
occurrence  of  rupture  of  the  vaginal  roof.  Under  the  cir- 
cumstances they  thought  it  would  be  best  to  remove  the 
uterus,  and  accordingly  the  ordinary  operation  of  hysterec- 
tomy was  performed,  and  the  specimen  showed  the  condition 
of  things  very  well.  The  pulse,  which  was  120  before  the 
operation,  fell  at  once  to  ninety,  and  then  to  sixty-eight. 
The  temperature  had  not  exceeded  990  since  the  operation. 
The  retching  stopped  as  soon  as  the  patient  recovered  from 
the  anaesthetic,  and  she  appeared  likely  to  make  a  g6od 
recovery. 

Dr.  Edis  asked  how  a  stump  had  been  secured  to  check 
the  haemorrhage. 

Dr.  FEN\viCK,in  reply,  said  that,  whatever  it  looked  like,  it 
was  the  upper  two-thirds  of  the  uterus,  but  retraction  of  the 
muscle  wall  had  shelled  out  the  ovum. 

Mr.  Lawson  Tait  entirely  approved  of  the  treatment. 
He  did  not  see  what  else  could  be  done.  Such  cases  as  those 
put  a  man  on  his  mettle  in  deciding  what  to  do. 

Dr.  OLIVER  asked  whether  any  part  of  the  cervix  had  been 
left  in  the  stomach.  If  a  portion  had  been  left  he  did  not  see 
why  the  disease  should  not  recur.  He  asked  also  whether 
any  attempt  had  been  made  to  push  down  the  uterus  from 
above  by  the  bi-manual  method.  The  amputation  of  the 
cervix  by  means  of  the  ecraseur  was  not  the  recognised  way 
and  under  these  circumstances  it  was  not  difficult  to  under- 
stand why  no  opening  had  been  found. 

Dr.  Japp  Sinclair  remarked  that  total  extirpation  would 
have  been  the  best  course  while  the  uterus  was  still  movable. 
The  operation  of  removing  the  cervix  was  very  simple  by 
ordinary  amputation,  and  was  much  more  satisfactory  than  by 
means  of  the  ecraseur.  From  what  he  had  seen  he  did  not 
think  that  the  use  of  the  ecraseur  on  the  uterus  was  justifiable. 
The  only  really  safe  and  reliable  treatment,  when  they  were 
sure  that  they  had  to  deal  with  a  case  of  carcinoma,  was  total 
extirpation.  The  patient  would  have  recovered  from  that  as 
easily  as  she  had  done  from  the  other  operation. 
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Dr.  Heywood  Smith  asked  why  the  operation  had  not 
been  done  when  the  presence  of  a  proliferating  growth  was 
first  noticed,  also  why  the  uterus  was  dragged  down.  Would 
it  not  have  been  advisable  to  cut  an  opening  through  the 
cervix  before  proceeding  to  remove  the  upper  half  of  the 
fundus  of  the  uterus  ? 

Mr.  Tait  asked  Dr.  Sinclair  to  explain  his  grounds  for 
asserting  that  vaginal  extirpation  was  so  very  safe  as  an 
operation. 

Dr.  SINCLAIR  said  he  would  endeavour  to  make  the  rela- 
tive merits  of  the  two  operations  the  subject  of  a  paper 
later  on. 

Dr.  Fancourt  Barnes  said  that  it  was  difficult  from  the 
specimen  to  imagine  that  the  contracted  uterus  had  ever  held 
the  ovum.  He  had,  however,  remarked  after  Porro's  opera- 
tion, how  very  rapidly  the  uterus  underwent  contraction. 
What  ten  minutes  before  was  a  soft  thin  bag,  containing  the 
foetus  and  liquor  amnii,  had  shrunk  up  almost  to  nothing,  as 
in  the  specimen.  He  said  the  specimen  was  very  instructive 
from  this  point  of  view,  and  explained  why  the  Caesarian 
operation  was  so  safe. 

Dr.  Barnes  said  he  did  not  gather  from  the  paper  what 
steps  had  been  taken  to  verify  the  diagnosis  of  cancer.  He 
mentioned  a  case  which  he  had  seen  in  conjunction  with 
several  well-known  gynaecologists,  of  a  lady  who,  in  the  sixth 
month  of  gestation,  was  stated  to  be  suffering  from  carcinoma 
of  the  cervix,  and  the  question  of  amputation  of  the  cervix  or 
some  more  serious  operation  was  taken  into  consideration. 
Dr.  Barnes  dissented  from  this  opinion ;  the  operation  was 
given  up,  and  the  lady  survives  in  good  health,  a  happy 
mother.  He  had  given  special  attention  to  the  subject,  and 
he  had  observed  that  in  some  women  the  cervix  underwent  a 
curious  condition  of  hyperplasia,  rapid,  epithelial  shedding, 
and  associated  with  that  was  a  foetid  secretion  resembling  that 
of  cancer.  In  another  case  in  the  East  End,  he  had  amputated 
the  cervix  for  what  was  undoubtedly  malignant  disease.  She 
had  three  children  after  that  and  ultimately  succumbed  to  the 
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disease.  There  the  labour  took  place  through  an  opening,  not 
in  the  true  cervix,  for  that  had  been  removed,  but  through  an 
incision  that  was  made.  He  asked  why  something  of  the  kind 
had  not  been  attempted  in  Dr.  Fenwick's  case.  While  he 
congratulated  Dr.  Fenwick  on  the  result  of  the  operation,  he 
himself  would  have  tried  the  other  plan  first. 

Dr.  BURFORD  raised  the  question  of  the  patient's  prospects 
of  immunity.  He  understood  that  a  portion  of  the  cervix 
had  been  left  in  the  abdomen,  and  the  tendency  of  the  disease 
to  spread  was  well  known.  He  urged  that  vaginal  hysterec- 
tomy would  have  been  a  much  more  satisfactory  operation  as 
regarded  the  future  of  the  patient.  He  asked  how  much  of 
the  uterus  it  was  supposed  had  been  left,  and  what  it  was  pro- 
posed to  do  in  case  of  a  return  of  the  growth. 

Dr.  HEYWOOD  Smith  said  that  Dr.  Barnes  had  seen  a 
case  with  him  some  time  since,  in  which  the  appearances  of 
carcinoma  were  very  closely  simulated. 

Mr.  Tait  said  he  had  removed  the  cervix  in  cases  which 
looked  like  cancer  without  any  return  of  the  disease. 

Dr.  RUTHERFOORD  thought  that  the  uterus  in  Dr.  Fen- 
wick's case  had  been  removed  on  a  level  with  the  Fallopian 
tubes  and  he  asked  him  whether  he  had  taken  into  con- 
sideration the  propriety  of  removal  of  the  uterus  per  vagmam. 

Dr.  Chapman  Grigg  said  he  was  quite  unable  to  under- 
stand how  it  was  that  no  opening  could  be  discovered  into  the 
cervix.  He  alluded  to  two  cases,  one  of  them  at  Queen 
Charlotte's  Hospital,  in  which  the  whole  of  the  cervix  was 
driven  outside  during  labour.  They  examined  the  os  most 
carefully,  and  still  they  could  not  discover  any  trace  of  an 
opening.  They  touched  the  stretched  uterine  wall  with  a 
knife  and  in  a  very  few  minutes  the  child  was  born.  Not  long 
since  he  saw  a  case  which  he  had  formerly  treated  at  the  Soho 
Hospital,  in  which  nitrate  of  silver  had  been  employed  and 
had  caused  atresia.  There  was  a  large  accumulation  of  men- 
strual fluid  behind,  but  though  they  examined  very  carefully 
with  a  speculum,  no  opening  could  be  found.  He,  therefore, 
pushed  a  sound  through  the  wall  and  immediately  the  fluid 
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escaped.  He  then  further  dilated  the  opening,  and  the  pa- 
tient got  perfectly  well.  He  mentioned  incidentally  that  the 
introduction  of  the  sound  was  not  necessarily  attended  with 
danger  to  the  progress  of  pregnancy.  He  thought  it  was  a 
pity  to  render  it  impossible  for  these  unfortunate  women  to 
have  children  when  it  was  possible  to  do  otherwise. 

Dr.  Bedford  Fenwick,  in  reply,  said  he  did  not  push  the 
uterus  down  by  the  bi-manual  method  because  he  wished  to 
get  it  up  through  the  abdominal  wall.  He  did  not  remove 
the  entire  uterus  when  the  disease  was  first  noticed  because 
the  husband  absolutely  refused  to  allow  it  to  be  done.  They 
did  not  make  a  new  opening  into  the  cervix  because  there 
was  none  left  to  cut  into.  There  was  only  a  puckered  scar  in 
the  roof  of  the  vagina.  In  the  last  operation,  he  said  they 
had  gone  down  to  the  junction  of  the  upper  two-thirds  with 
the  lower  third,  though  from  the  contraction  of  the  specimen 
that  appeared  not  to  be  the  case.  They  had  gone  far  below 
the  level  of  the  Fallopian  tubes.  The  right  ovary  was  im- 
bedded in  a  mass  of  adhesions  and  was  left,  but  the  left  ovary 
was  removed  with  the  uterus.  They  had  done  their  best 
under  trying  circumstances,  and  the  woman  appeared  likely 
to  recover.  In  reply  to  Dr.  Grigg's  remark  as  to  depriving 
the  woman  of  a  chance  of  having  children,  he  mentioned 
that  the  patient  had  already  had  about  a  dozen,  and  could 
probably  dispense  with  any  further  addition  to  their  number. 


Case  of  Prolonged  Gestation. 
By  J.  INGLEBY-MACKENZIE,  M.B.Cantab. 

The  following  case  is  brought  forward  simply  to  elicit  the 
opinion  of  the  Society  as  to  the  cause  of  this  prolongation  of 
pregnancy,  and  to  ascertain  how  a  similar  case  might  affect 
legitimacy  from  a  medico-legal  point  of  view. 

E.  C,  aet.  thirty-two,  primipara,  married  ten  years,  has 
always  menstruated  regularly  to  the  day — viz.,  28th  or  29th 
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of  the  month.     Last  menstrual  period  occurred  on   28th  of 
April,  18SS. 

On  June  51I1  was  present  at  the  confinement  of  her  sister, 
whose  baby  was  therefore  nine  months  old  prior  to  date  of 
E.  C.'s  confinement  on  March  8th,  1889. 

Patient  first  felt  the  child  in  September,  1888. 

Had  false  pains,  and  sent  for  me  January  1st,  1889. 

Had  a  show  on  Tuesday,  March  5th,  at  2.30. 

Was  in  labour  till  Friday  morning,  March  8th,  at  8  a.m. 
about  sixty-six  hours,  the  pregnancy  having  lasted  314 
days,  or  ten  months  and  twelve  days.  By  ordinary  calculation 
this  confinement  might  have  occurred  on  February  2nd. 

It  is  superfluous  to  remind  this  Society  that  twenty-eight 
days  is  the  normal  period  for  the  recurrence  of  menstruation, 
and  that  birth  usually  takes  place  at  the  end  of  nine  months, 
from  the  termination  of  the  last  menstrual  period,  and  that 
from  275  to  2S0  days  have  been  assumed  as  the  length  of 
pregnancy  from  the  time  of  Hippocrates,  and  adopted  as  a 
popular  theory  for  at  least  1,000  years. 

The  exception  proves  the  rule,  we  were  taught,  and  many 
instances  of  exception  to  this  rule  are  quoted  in  the  text- 
books on  midwifery  and  medical  jurisprudence. 

The  Prussian  Common  Law  recognises  no  pregnancy 
longer  than  302  days. 

The  Rhenish  Civil  Code  300  days,  though  in  other  cases 
it  states  it  as  being  270,  285,  and  302  days,  and  gives  a  longer 
duration  to  legitimate  than  to  illegitimate  pregnancy. 

The  Code  Napoleon  has  enacted  that  a  child  born  300 
days  from  the  departure  or  death  of  the  husband  shall  be  con- 
sidered legitimate. 

Dr.  (Sir  James)  Simpson  records  cases  which  occurred 
in  his  own  practice  in  which  the  period  reached  336,  332,  334, 
and  319  days  respectively;  Dr.  Atlee  two  cases  of  356  days 
each,  and  Professor  Mcig's  case,  reported  by  Tarneau  (Gas. 
des.  Hop.,  1859),  pregnancy  extended  to  311  days. 

Foetus  carried  twenty-two  months  beyond  term  is  re- 
corded.— Boston  Med.  and  Surg.  Journal,  i860. 
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Auman,  Ed.  Med.  Jour. — A  woman  in  great  mental  and 
physical  distress  in  her  eighth  pregnancy  was  delivered  twenty- 
six  days  after  the  period  at  which  labour  threatened  of  a  female 
child,  eleven  pounds  four  ounces. 

In  Dr.  Simpson's  Case  the  patient  menstruated  beginning 
of  January — period  only  lasted  two  days  instead  of  four,  as 
generally — quickened  in  May,  and  expected  to  be  delivered 
end  of  September  or  beginning  of  October,  but  not  delivered 
till  November  29th.  Assuming  she  did  not  conceive  till  the 
period  at  which  the  catamenia  ceased,  the  duration  of  preg- 
nancy could  not  have  been  less  than  300  days ;  but  if  (as  the 
author  thinks)  from  the  short  menstruation  and  the  date  of 
quickening  she  conceived  about  the  period  in  January,  then 
utero-gestation  continued  329  days.  Child  21  inches  long; 
weight  iOtt  pounds  ;  the  head  14^  inches  in  circumference ; 
anterior  fontanelle  small ;  posterior  nearly  obliterated. 

Alberti  relates  the  case  of  a  woman  who  was  confined  1 1 
months  and  15  days  after  the  departure  of  her  husband.  The 
faculty  of  Halle  (1727)  decided  that  this  was  a  case  of  pro- 
tracted pregnancy,  and  the  child  legitimate.  The  faculty  of 
Leipsic  (1638)  declared  that  a  child  given  birth  to  by  a  widow 
after  an  alleged  pregnancy  of  one  year  and  thirteen  days  was 
one  of  those  cases  "  qui  rarissimes  et  prieter  naturam  accedant." 

How  is  this  prolonged  pregnancy  to  be  accounted  for  ? 
The  only  suggestion  I  have  come  across  is  that  it  may 
be  due  to  the  age  of  the  parents,  Dr.  Clay,  of  Manchester, 
being  of  opinion  that  the  younger  the  mother,  the  shorter  the 
period  of  gestation.  Elsewhere  I  find  it  stated  the  lengthened 
period  is  dependent  on  the  length  of  interval  in  the  menstrual 
period  of  the  mother. 

Dr.FANCOURT  BARNES  mentioned  that  in  a  trial  bearing  on 
a  question  of  legitimacy  in  which  he  was  engaged  some  months 
since,  it  was  agreed  by  all  the  medical  witnesses  that  280  days 
was  the  extreme  limit  of  gestation.  One  fatal  objection  to  all 
such  cases  as  those  just  brought  forward  was  the  fact  that  a 
woman  might  menstruate  several  times  after  impregnation  had 
taken  place,  and,  on  the  other  hand,  she  might  become  preg- 
nant after  a  period  of  amenorrhcea. 
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Adjourned  discussion  on  Dr.  BANTOCK's  paper. 

Dr.  EDIS  said  there  were  several  points   of  considerable 
interest,  and  it  was  very  kind  of  Dr.  Bantock  to  have  called 
attention  to  them  and  to  have  given  the  Society  the  benefit  of 
the  "  wrinkles  "  which  he  had  discovered  in  the  course  of  his 
extensive  experience.     Dr.  Bantock  had  gone  so  fully  into  the 
question  of  the  inutility  of  Listerian  precautions  in  his  in- 
augural address  that  it  was  unnecessary  to  revert  to  it  again. 
He  himself  quite  endorsed  the  views  put  forward  by  him,  and 
firmly  believed  that  the  essence  of  success  was  utter  cleanli- 
ness.    Years  gone  by,  the  grossest  carelessness  obtained  in 
the  matter  of  cleanliness,  but  nowadays,  no  one  would  open 
even   an  abscess  without  making  sure  that  the   instruments 
were  perfectly   clean,  and    therefore  aseptic.     He   congratu- 
lated Dr.  Bantock  upon  his  series  of  ninety  cases  of  ovario- 
tomy without   a  death,   but  the  "  personal  equation  "  must 
not  be  lost  sight  of  in  these  cases.     The  mortality  decreases 
as   the  experience   increases,  and   that  fact   was  well   borne 
out  in  the  statistics  of  his  successive  hundreds  of  operations. 
They  were  indebted  to  him  for  those  figures,  which  would 
be  an  encouragement  to  all  of  them  to  see  how  near  they 
could  get  to  the  highest  standard.     Another  point  he  had 
laid  stress  upon  was  the  importance  of  washing  out  the  peri- 
toneum, especially  where  material  had  become  extravasated 
into  the  peritoneal  cavity,  or  where   there  had  been  much 
manipulation  of  the  parts.     Passing  on  to  discuss  the  treat- 
ment of  the  pedicle  he  called  attention  to  the  fact  that  in  one 
case  no  less  than  nine  ligatures  had  been  employed — an  ex- 
perience he  had  never  realised.     He  said  he  spoke  with  some 
diffidence,   but   he   thought    that   a    Staffordshire  knot   was 
generally  all  that  was  required.     He  had  lost  one  or  two  cases 
from  slipping  of  the  ligature,  but  that  was  in  his  earlier  days, 
and  the  ligature  was  probably  not  applied  tight  enough,  or  he 
had  possibly  cut  the  stump  too  short.     No  such  catastrophe 
had  occurred  to  him   of  late  years.     He  endorsed  what  Dr. 
Bantock  had  said  with  respect  to  the  use  of  opium.     He  only 
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used  it  if  the  patient  was  exceedingly  restless  on  recovering 
from  the  anaesthetic.  In  that  case  the  nurse  was  allowed  to  give 
a  morphia  suppository.  He  also  approved  of  the  plan  of  wash- 
ing out  the  stomach  with  warm  water  in  case  of  troublesome 
vomiting,  and  of  giving  nothing  by  the  mouth  for  at  least 
twenty-four  hours  after  the  operation.  Dr.  Bantock's  pre- 
ference for  chloroform  as  an  anaesthetic  was  after  all  only  a 
matter  of  opinion.  He  (Dr.  Edis)  had  tried  both,  and  his 
experience  rather  inclined  towards  ether,  especially  when  the 
operation  was  likely  to  be  prolonged,  or  when  they  had  to  do 
with  enfeebled  subjects.  With  respect  to  the  practice  of 
giving  saline  purgatives  in  threatening  peritonitis  he  shared 
Dr.  Bantock's  scepticism  as  to  the  result.  If  a  case  had 
begun  to  go  wrong  he  knew  nothing  that  would  have  much 
effect  in  arresting  the  course  of  the  disease. 

Dr.  BARNES  agreed  with  what  had  been  said  with  regard 
to  Listerism.  The  spray  had  disappeared  before  the  light  of 
advancing  knowledge.  With  respect  to  the  treatment  of  the 
pedicle  by  ligature  he  pointed  out  that  long  before  Dr. 
Bantock  had  adopted  that  plan  it  had  been  used  by  Dr.  Tyler 
Smith.  He  was  also  inclined  to  agree  with  what  had  been 
said  with  regard  to  the  routine  use  of  opium  after  operation. 
He  was  quite  certain  that  in  more  than  one  case  death  had 
been  due  to  the  use  of  carbolised  solutions  for  washing  out  the 
peritoneum.  It  was  generally  admitted  at  present  that  the 
intra-peritoneal  injection  of  carbolised  solutions  was  dangerous, 
and  it  was,  moreover,  quite  unnecessary.  He  entirely  concurred 
in  his  treatment  of  vomiting  ;  quiet  and  rest  were  the  chief 
things.  With  respect  to  thirst  he  had  had  some  experience 
of  the  use  and  abuse  of  ice,  and  he  condemned  it  altogether. 
It  only  made  patients  more  thirsty.  The  same  remark  applied 
to  the  use  of  ice  in  puerperal  febrile  conditions.  It  was,  in  his 
opinion,  a  most  dangerous  expedient  for  the  reduction  of  in- 
flammation. He  alluded  to  Dr.  Tyler  Smith  as  one  who  had 
done  much  to  give  gynaecology  its  proper  scientific  position 
in  this  country. 

Dr.  Japp  Sinclair  said  he  was  not  at  all  convinced  of  the 
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Qsdessness  of  antiseptics.  He  thought  that  the  gentlemen 
who  shared  Dr.  Bantock's  views  lost  sight  of  the  beginnings. 
They  were  very  much  in  the  position  of  certain  people  with 
whom  vaccination  was  anathema.  They  overlooked  the  con- 
dition of  things  at  the  time  that  vaccination  was  introduced, 
and  this  was  the  case  with  these  surgeons  and  the  condition 
of  things  when  antiseptics  were  introduced.  Everyone  was 
ready  to  give  up  the  spray,  but  it  was  impossible  to  overlook 
the  good  results  of  the  so-called  antiseptic  midwifery.  He 
said  if  they  took  some  eggs  beaten  up  and  left  them  ex- 
posed to  the  air,  some  of  them  containing  an  antiseptic 
and  others  not,  they  would  soon  see  what  the  effect  of  these 
antiseptic  agents  was  in  retarding  putrefaction.  He  urged 
that  a  surgical  operation  exposed  the  tissues  to  the  action  of 
certain  pathogenetic  bacteria.  If  the  patient  were  robust  and 
the  number  of  micro-organisms  small  then  he  might  resist 
their  attack,  but  otherwise  if  antiseptics  were  not  employed 
their  presence  in  the  tissues  would  give  rise  to  suppuration  or 
abscess,  or  in  the  peritoneum  to  septic  peritonitis.  He  could 
not  find  words  to  express  his  obligation  to  Mr.  Tait  for  having 
introduced  the  practice  of  washing  out  the  peritoneum.  He 
saw  that  Dr.  Bantock  alluded  contemptuously  to  the  use  of 
saline  solutions  instead  of  pure  water.  He  would  like  to 
discuss  that  point  with  him,  but  time  would  not  allow  of  that 
now.  He  confessed  himself  a  heretic  in  respect  of  the  use  of 
opium.  He  had  never  seen  any  bad  effect  follow  its  use,  and 
he  thought  that  to  forbid  its  use  altogether  after  some  of  these 
operations  was  downright  cruelty  akin  to  refusing  to  allow  a 
patient  to  be  anaesthetised.  The  use  of  purgatives  rested  purely 
on  Mr.  Tait's  authority,  and  on  the  strength  of  that  it  had 
come  largely  into  use,  too,  in  America.  He  considered  that 
the  practice  only  added  needlessly  to  the  sufferings  of  the 
patient  with  septic  peritonitis.  He  thought  that  they  con- 
founded two  classes  of  cases  together,  those  in  which  there 
was  some  elevation  of  temperature  in  consequence  of  consti- 
pated condition  of  the  bowels  and  those  in  which  that  symptom 
marked  the  commencement  of  inflammation. 
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Dr.  CHAPMAN  Grigg  regretted  that  Dr.  Bantock  had  not 
entered  more  fully  into  the  question  of  peritonitis,  of  which  he 
said  there  were  two  forms,  viz.,  septic  inflammation,  and  the 
simple  spread  of  inflammation  from  injured  structures.  He 
asked  whether  he  had  tried  the  plan  of  opening  the  abdomen 
in  cases  of  septic  peritonitis  and  washing  out  the  cavity,  and 
whether  he  had  tried  the  drainage  tube  in  such  cases  and  with 
what  success.  With  regard  to  purgation  in  peritonitis,  he 
said  he  had  seen  a  good  deal  of  it,  and  his  experience  had 
taught  him  that  if  they  could  get  the  bowels  open  in  cases  of 
septic  peritonitis  by  moderate  means,  it  tended  enormously  to 
the  recovery  of  the  patient.  It  was  mistaken  kindness  to  give 
opium  to  relieve  the  sufferings  of  such  patients,  for  it  reduced 
their  chances  of  recovery  to  practically  nil.  The  old-fashioned 
way  was  to  give  calomel  in  combination  with  the  opium,  so 
as  to  prevent  the  binding  effects  of  the  opium  on  the  bowels. 
He  always  kept  the  bowels  freely  open  in  all  such  cases, 
and  under  no  circumstances  would  he  allow  opium  to  be 
given.  If  pushed,  he  did  on  rare  occasions  authorise  the  in- 
jection of  some  laudanum  in  the  form  of  a  starch  enema,  or  as 
Dover's  powder. 

The  Secretary  read  the  following:  My  Dear  Sir, — I 
thank  you  for  forwarding  me  a  proof  copy  of  Dr.  Bantock's 
instructive  paper.  Fearing,  however,  that  I  shall  be  unable 
to  be  present  at  the  adjourned  discussion,  owing  to  the 
exigencies  of  my  practice,  I  am  induced  to  forward  you 
the  remarks  I  feel  disposed  to  make  if  I  attended  the 
meeting.  Not  being  an  operative  specialist  in  abdominal 
surgery  I  cannot  speak  from  personal  knowledge  of  the  value 
or  otherwise  of  Listerism  in  this  department,  but  the  brilliant 
results  of  Dr.  Bantock's  work  may  be  taken  as  further  evidence 
how  we  may  be  led  astray  upon  false  conclusions.  He  is, 
indeed,  to  be  congratulated  upon  the  operative  work  he  is  able 
to  record,  which  success  he  claims  in  a  great  measure  to  be 
due  to  the  abandonment  of  the  so-called  Listerism,  especially 
the  introduction  into  so  large  an  absorbent  serous  cavity  as 
the  peritoneum  of  such  powerful  toxic  agents  as  carbolic  acid 
or  mercury.     There  appear  to  me,  however,  elements  contri- 
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buting  to  this  success,  which  possibly  the  modesty  of  Dr. 
Bantock  prevented  him  from  mentioning,  which  I  consider 
should  not  be  ignored  in  the  consecutive  statistics  of  his 
ovariotomy  cases,  for  it  must  be  borne  in  mind  that,  coinci- 
dcntly  with  the  abandonment  of  antiseptics  and  the  strict  ob- 
servance of  asepsis,  came  as  a  supplement  to  his  inherent 
surgical  aptitude  a  growing  experience,  giving  him  a  confi- 
dence and  fertility  of  resource  in  difficult  cases  only  to  be 
attained  by  practice. 

Among  the  advances  in  professional  knowledge  made 
known  by  experts  in  abdominal  surgery,  the  treatment  of 
peritonitis  stands  pre-eminent.  Formerly,  this  condition  was 
viewed  too  much  as  an  entity,  and  a  system  of  treatment, 
mainly,  therapeutic,  by  opium,  was  blindly  followed,  irrespec- 
tive of  etiology.  Now,  however,  it  is  properly  viewed  as  a 
symptom,  or  rather  a  condition,  arising  from  some  primary 
cause,  upon  the  correct  knowledge  of  which  only  can  rational 
treatment  be  based,  whether  surgical  or  otherwise.  Though 
opium  in  the  past  has  undoubtedly  been  indiscriminately  em- 
ployed in  acute  peritonitis,  yet  it  should  not  be  wholly  con- 
demned, for  a  drug  of  such  value  as  an  analgetic  agent  will 
surely  be  appreciated  when  cases  adapted  for  its  employment 
are  better  understood.     , 

Yours  faithfully, 

November  i$th.  John  A.  Lycett. 

Dr.  BANTOCK,  in  reply,  said  he  had  carefully  pointed  out 
that  his  reason  for  using  so  many  ligatures  in  the  particular  case 
alluded  to  by  Dr.  Edis  was  the  size  of  the  pedicle,  which  was 
far  too  large  to  be  effectually  compressed  by  a  single  ligature. 
He  had  therefore  to  subdivide  it  into  several  sections  and 
apply  a  separate  ligature  to  each.  He  had  explained,  too, 
that  his  ordinary  way  of  treating  such  pedicles  at  present  was 
to  apply  strong  pressure  with  the  forceps  he  had  adapted, 
thus  reducing  the  amount  of  tissue  to  be  included  in  the  liga- 
ture. Those  were  the  cases  that  taxed  the  resources  of  the 
surgeon.     In  exceptional  cases  no  forceps  or  other  method  of 
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applying  pressure  could  be  used,  and  no  other  course  was  open 
except  enucleation.     By  using  the  powerful  pressure  forceps 
it  was  at  present  possible  to  use  one  instead  of  four  or  five 
ligatures.     With  regard  to  the  use  of  opium,  he  observed  that 
in  very  few  of  the  cases  were  the  sufferings  of  the  patients  so 
severe  as  to  make  it  cruel  not  to  give  any  sedative.     Even 
after  hysterectomy,  in  which  the   pain  was   sometimes  very 
severe,  patients  could  always  be  induced  to  forego  the  present 
advantage  for  the  sake  of  the  permanent  relief  that  followed 
when  it  was  not  given.     With  respect  to  the  relative  merits  of 
chloroform  and  ether,  he  said  he  had  had  plenty  of  experience 
with   ether,  but   ever  since   he   had  begun  working  at   the 
Samaritan  Hospital,  with  one  exception,  nothing  but  chloro- 
form  had  been  given   to  his  patients.      At   the   beginning, 
chloride  of  methylene  was  the  rule,  but  as  everyone  knew  now 
that  was  only  impure  chloroform,  and  as  soon  as  he  had  a 
voice  in  the  matter  he  substituted  chloroform,  feeling  that  it 
was  a  much  safer  anaesthetic  than  the  methylene.     Since  then, 
his  colleagues  had    fallen  in  with  the  habit,  and  chloroform 
was  now  the    universal  anaesthetic.     Dr.    Edis  thought  that 
chloroform  was  a  depressant  of  the  heart's  action,  and  that 
ether  was  not,  but  he  narrated  the  case  of  a  patient  with  car- 
diac disease  in  whom  anaesthesia  was  commenced  with  ether, 
but  they  were  so  long  getting  her  under  that  they  discarded 
it  and  took  to  chloroform.     The  effect  on  the  pulse  was  most 
remarkable ;  from  being  irregular  and  precipitate  it  calmed 
down  under  chloroform,  and   began    to  beat  like  a  normal 
healthy  heart.     In  his  first  case  of  ovariotomy  the  patient 
had   a   very  irregular   pulse   from   cardiac   valvular  disease, 
and  Dr.  Sansom,  who  gave  the  chloroform,  had  paid   par- 
ticular attention  to  the  pulse.     Directly  the  chloroform  began 
to  act,  the  heart  became  perfectly  steady.     In  the  particular 
case  alluded  to,  ether  would  have  been  specially  objection- 
able, for  the  patient  was  suffering  from  chronic  bronchitis. 
He  joined  issue  directly  with  Dr.  Edis   on   this   point,  not 
only  on   account  of  his  personal   experience,  but   with   the 
physiological  effects  of  ether  and  chloroform  in  view.     It  was 
VOL.  V.— NO.  20.  29 
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quite  true  that  Dr.  Tyler  Smith  had  performed  a  number  of 
operations  in  this  country,  in  which  he  used  the  ligature  for 
the  pedicle,  and  his  success  was  remarkable,  but  it  must  not  be 
forgotten  that  even  he  was  not  the  first  man  to  use  the  ligature, 
and  everyone  forgot  that  he  had  used  it  in  so  many  cases 
because  his  experience  was  overshadowed  by  Sir  Spencer 
Wells,  who  had  brought  the  clamp  and  the  extra-peritoneal 
method  of  dealing  with  the  pedicle  into  notoriety.  When  he. 
himself  had  begun  practice  the  clamp  xvast/te  method  of  treat- 
ing the  pedicle,  and  no  one  thought  of  using  the  ligature, 
except  in  cases  where  for  any  reason  the  clamp  could  not  be 
applied.  It  was  under  these  circumstances  that  he  determined 
to  give  up  the  clamp  and  adopt  the  ligature  as  the  only  and 
exclusive  method  of  treating  the  pedicle.  One  other  method 
was  the  actual  cautery,  introduced  by  Baker  Brown,  and  so 
successfully  used  by  Keith.  This  method,  however,  was  prac- 
tically the  monopoly  of  Keith,  while  Wells  used  the  clamp. 
He  took  credit  to  himself  only  to  this  extent,  viz.,  that  while 
not  the  originator  of  the  idea,  he  was  the  first  to  insist  upon 
this  as  the  proper  and  the  best  method  of  treating  the  pedicle. 
Up  to  the  time  at  which  he  had  recorded  his  observations 
before  the  Obstetrical  Society  there  was  not  an  observation 
showing  what  became  of  the  ligature  when  left  within  the 
peritoneal  cavity.  In  Spiegelberg  and  Waldeyer's  experi- 
ments the  ligature  was  found  intact  at  the  end  of  a  few 
weeks.  His  patient  after  twelve  months  showed  what 
actually  happened  to  the  ligature — the  whole  of  it,  with  the 
exception  of  the  knot,  being  absorbed.  It  was  from  knowing 
that  the  distal  extremity  of  the  stump  did  not  slough  that  he 
determined  to  give  up  the  clamp.  He  was  glad  to  find  that 
in  the  main  Dr.  Sinclair  agreed  with  him,  although  from  a 
discussion  point  of  view  it  was  perhaps  better  that  he  did 
not  agree  all  round.  He  pointed  out  that  the  experiments 
alluded  to  by  Dr.  Sinclair  were  in  no  wise  comparable  with 
what  took  place  when  they  were  dealing  with  living  tissues. 
What  followed  after  an  amputation  of  a  breast,  for  example, 
showed  that  the  result  was  quite  different  according  as  they 


Discussion  on  Dr.  Bantock 's  Paper.  437 

were  dealing  with  living  or  dead  protoplasm,  and  the  same 
remark  applied  to  operations  for  the  restoration  of  the 
perineum.  The  more  he  thought  the  matter  over  the  more 
surprised  he  was  that  these  facts  did  not  convince  men  of 
the  uselessness  of  antiseptics,  not  to  speak  of  their  injurious- 
ness.  The  most  remarkable  thing  was  that  they  went  on 
from  one  poisonous  substance  to  one  that  was  far  worse. 
Carbolic  acid  was  dangerous  enough,  but  corrosive  sublimate 
was  ten  times  worse.  Dr.  Grigg  had  raised  the  important 
question  as  to  opening  the  abdomen  and  washing  it  out 
in  cases  of  septic  inflammation.  His  paper  was  already  a 
long  one,  or  he  would  have  gone  into  this  point  at  greater 
length.  It  had  happened  to  him  to  have  to  open  the  abdomen 
in  such  cases,  but  he  had  been  very  much  disappointed  with 
the  results.  Possibly  he  had  operated  too  late,  but  he  had 
done  it  at  various  stages,  and  never  with  satisfactory  results. 
Drainage  did  not  seem  to  make  any  difference,  for  they  all  died. 
In  other  cases  where  there  was  a  doubt  he  had  abstained,  and 
the  patients  had  recovered.  It  was  indeed  one  of  the  most 
difficult  questions  that  could  come  before  them,  and  nothing 
gave  him  greater  anxiety.  As  to  the  use  of  purgatives  in  these 
cases,  he  said  it  must  not  be  forgotten  that  when  acute  peri- 
tonitis began,  sickness  was  the  first  symptom,  and  everything 
that  was  put  into  the  stomach  made  matters  worse.  If 
diarrhoea  came  on  the  patient  would  probably  recover,  but  he 
deprecated  the  use  of  purgatives,  on  account  of  the  already 
exhausted  condition  of  the  patient  and  the  sickness.  The 
plan  resembled  the  abortive  treatment  of  fevers  by  emetics. 
If  an  emetic  were  given  and  no  fever  appeared,  who  is  to  tell 
whether  the  patient  would  or  would  not  have  had  it  had  the 
emetic  not  been  given  ?  His  experience  had  taught  him  that 
when  peritonitis  has  set  in  the  less  they  interfered  with  the 
bowels,  the  better. 
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Report  on   Dr.  GRANVILLE  BANTOCK'S  Specimen. — Received 

October  gt/i,  1SS9. 

The  specimen  consists  of  the  Fallopian  tube,  parovarium, 
and  a  tumour  which,  after  immersion  in  spirit  and  water,  is 
the  size  of  an  adult's  head. 

The  Fallopian  tube  is  three  inches  in  length,  and  is  not 
attached  by  adhesions  to  any  part  of  the  tumour,  but  appears, 
perfectly  normal. 

The  parovarium  is  visible  on  holding  the  specimen  up  to 
the  light,  and  is  normal. 

Passing  over  the  Fallopian  tube  and  covering  the  par- 
ovarium is  a  layer  of  peritoneum,  which  passes  on  to  and  is 
finally  lost  in  the  walls  of  the  tumour. 

The  wall  of  the  tumour  varies  in  thickness  and  consis- 
tency, the  average  thickness  being  from  one-sixth  to  a  quarter 
of  an  inch.  A  somewhat  rounded  portion  of  the  cyst  wall, 
measuring  six  by  four  inches,  is  of  almost  cartilaginous  hard- 
ness and  half-an-inch  in  thickness. 

Internally  the  cyst  wall  is  smooth  in  the  greater  part  of 
its  extent,  but  there  are  patches  of  papillomatous  growths 
sprouting  out  in  places.  The  largest  of  these  growths  is 
situated  on  the  inner  side  of  the  tumour  wall,  and  measures 
two  inches  in  length,  one  inch  in  breadth,  and  three-quarters 
of  an  inch  in  thickness.  A  thin  layer  of  viscid  mucoid  fluid 
of  a  brown  colour'covers  the  whole  inner  surface  of  the  tumour. 

Beyond  the  papillomatous  outgrowths  an  d  two  or  three 
small  areas  of  degeneration,  there  is  nothing  peculiar  to  be 
noted  on  the  inner  surface. 

Examination  of  Fluid  Contents. — About  one  drachm  and 
a-half  of  the  fluid  contents  was  collected  and  examined 
microscopically.  Chemical  examination  was  not  made,  on 
account  of  the  small  quantity  of  fluid.  The  reaction  was 
decidedly  alkaline.  A  microscopical  examination  of  the  fluid 
showed  columnar  epithelium  in  large  quantities,  the  cells 
being  both  single  and  collected  together  in  rows  ;  goblet- 
shaped  cells  with  mucoid  material  discharging  from  their  free 
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extremity ;  pavement  epithelium  and  a  few  irregular-shaped 
cells,  all  being  in  an  advanced  state  of  fatty  degeneration. 
Besides  the  epithelia  mentioned,  there  is  much  granular  debris 
and  broken-down  red  and  white  corpuscles.  No  trace  of 
cholesterin  crystals  could  be  found. 

Microscopical  Examination  of  tlie  Tumour  Wall. — Sections 
were  made  from  three  separate  parts  of  the  tumour  wall,  and 
stained  with  logwood  and  carmine.  Starting  from  the  inner 
surface  of  the  tumour  it  is  seen  to  be  covered  with  a  layer  of 
non-ciliated  columnar  epithelium  which  rests  upon  a  bed  of 
connective  tissue  with  small  rounded  cells,  the  fibres  and 
cells  forming  continuous  wavy  bands.  Beneath  this  layer  is 
another  layer  of  connective  tissue,  the  strands  in  this  case 
being  looser  and  interwoven  one  with  another. 

The  outermost  layer  consists  of  extremely  dense  white 
fibrous  tissue. 

The  papillary  projections  referred  to  in  the  naked  eye 
description  of  the  tumour  under  the  microscope  present  all 
the  appearances  of  these  growths.  Fine  branched  and  single 
papillae  stand  out  prominently  from  the  epithelial  surface 
of  the  tumour.  Each  papilla  is  covered  with  non-ciliated 
columnar  epithelium,  and  has  passing  up  its  centre  delicate 
meshes  of  connective-tissue  containing  blood-vessels.  A 
delicate  connective-tissue  basis  connects  these  growths  with 
the  subjacent  denser  layers,  and  contains  in  its  meshes  a  few 
round  and  oval  cells. 

There  is  no  trace  of  non-striated  muscular  tissue. 

From  the  above  description  it  will  be  seen  that  the  tumour 

is  a   papillary   cystoma  originating  in    the   paroophoron   or 

hilum  of  the  ovary. 

Henry  T.  Rutherfoord. 

October  21st,  1889.  Heywood  Smith. 

Bedford  Fenwick. 

Report  on  Dr.  R.  T.  Smith's  Specimens. — Received 
February  2,  1889. 
The  parts  sent  for  examination  are  the  stomach  and  duo- 
denum with  a  portion  of  the  mesentery,  and  the  uterus  and 
its  appendages. 
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Stomach  (after  immersion  in  spirit  for  five  months). — Is  much 
contracted  in  size,  and  its  cavity  is  small,  holding  not  more 
than  three  ounces  of  fluid  ;  but  it  forms  a  very  dense  mass, 
owing  to  an  extreme  thickening  of  its  walls.  The  peritoneal 
surface  in  front  and  behind  is  normal,  but  the  omenta  along 
both  greater  and  lesser  curvatures  are  converted  into  thick 
dense  masses  of  material  by  a  new  formation  in  the  fatty 
tissue,  and  by  adhesions  to  the  surrounding  parts. 

On  laying  open  the  stomach  along  its  greater  curvature, 
the  interior  presents  the  rugose  appearance  of  the  normal 
mucous  membrane,  but  on  examination  the  rugae  are  found 
to  be  much  coarser  than  normal,  and,  like  the  rest  of  the 
stomach,  exceedingly  dense — in  fact,  they  form  so  many  hard 
cords  stretched  across  the  inner  surface  of  the  stomach. 

The  walls  of  the  stomach  are  thickened  throughout,  ex- 
tending from  the  end  of  the  gullet  to  the  duodenum  ;  the 
middle  third  or  body  of  the  stomach  is,  however,  most 
affected,  and  here  the  thickness  of  the  wall  at  one  spot 
reaches  five-eighths  of  an  inch.  The  average  thickness  is  about 
one-third  of  an  inch.  A  vertical  section  shows  that  the 
change  consists  of  an  extreme  thickening  of  the  sub-mucosa, 
which  forms  a  white  glistening  fibrous  layer  between  the 
mucous  and  muscular  coats.  The  mucous  membrane  is 
firmly  adherent  to  this  layer,  and  cannot  be  dissected  off. 
The  muscular  coat  is  divided  up  into  a  number  of  bundles  ot 
fibres  by  strands  of  the  same  white  fibrous  material,  which 
strands  combine  to  form  a  thin,  but  distinct,  layer  outside  the 
muscular  coat  and  immediately  beneath  the  peritoneum. 

The  duodenum  is  healthy,  but  at  its  junction  with  the 
jejunum  it  has  become  invaded  by  the  new  formation  in  the 
mesentery  in  such  a  way  that  the  mesenteric  border  of  the 
intestine  is  thickened  to  the  extent  of  a  quarter  of  an  inch, 
and  this  increase  tails  off  on  either  side  of  the  attached 
border,  thus  forming  a  plaque  in  the  wall  of  the  bowel  an 
inch  in  breadth. 

The  head  of  the  pancreas  is  surrounded  by  much  dense 
tissue,  but  its  glandular  structure  appears  normal. 
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The  portal  vein,  as  far  as  it  has  been  preserved,  is  normal, 
and  the  glands  in  the  mesentery  are  not  enlarged. 

The  uterus  is  about  normal  in  size,  and  its  structure 
appears  healthy  on  section,  but  there  are  a  few  shaggy  peri- 
toneal adhesions  on  both  anterior  and  posterior  surfaces. 

The  bladder  is  normal,  and  the  ureters  are  not  dilated. 

The  vagina  and  os  uteri  are  healthy. 

The  ovaries  and  Fallopian  tubes  are  much  affected  on 
either  side.  The  ovaries  are  bent  back  and  firmly  adherent 
to  the  posterior  surface  of  the  uterus.  The  tubes  are  likewise 
displaced,  and  adherent  to  the  ovaries,  so  that  the  parts  in 
either  broad  ligament  are  barely  recognisable  from  the  ex- 
tensive matting  which  has  taken  place.  On  further  dissection 
the  tubes  showed,  beside  the  adhesions  above  mentioned,  re- 
traction of  their  fimbriae,  and  some  dilatation  of  their  outer 
extremities.  The  ovaries  were  enlarged,  and  converted  into 
dense  whitish  masses  with  semi-transparent  areas  scattered 
through  them,  which  yielded  a  small  quantity  of  juice  on 
scraping. 

Microscopical  Examination. — The  wall  of  the  stomach  was 
examined  in  different  parts.  The  tissues  were  hardened  in 
alcohol  and  the  sections  stained  with  logwood  and  eosin,  and 
mounted  in  balsam. 

Under  a  lozv  power  there  was  an  abundant  cell  formation 
in  the  deeper  part  of  the  mucous  membrane,  and  in  the  upper 
one-third  of  the  sub-mucosa.  The  tubules  of  the  mucous 
membrane  were  still  visible,  and  appeared  normal,  but  their 
bases  were  embedded  in  this  new  formation.  From  the  sub- 
mucosa  the  cells  extended  into  the  muscular  coat,  replacing 
the  muscle  in  some  places,  and  forming  a  second  smaller 
aggregation  in  the  sub-peritoneal  tissue.  The  lower  (deeper) 
two-thirds  of  the  sub-mucosa  was  composed  of  tough  fibroid 
tissue,  among  the  fibres  of  which  the  above-mentioned  cells 
were  spreading.  Under  a  high  power  the  cells  immediately 
beneath  the  gastric  tubules  were  massed  together  without  alveo- 
lation.  They  were  larger  than  inflammatory  corpuscles,  round 
or  squarish  in   shape,  and  had   comparatively  small    nuclei. 
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Dr.  R.  T.  SMITHS  CASE  OF  FIBROID  INDURATION 

OF  STOMACH. 


A.  Gastric  tubules  with  their  bases  imbedded  in  an  abundant  new  cell 
formation. 

/>'.  Lower  part  of  mucosa  and  upper  part  of  submucosa.  The  new  cell 
formation  is  here  very  marked.  The  cells  are  larger  than  in- 
flammatory corpuscles,  round  or  squarish  in  shape,  with  small 
nuclei. 

C.  Part  section  of  deeper  layer  of  submucosa  and  muscular  coal.  The 
structure  becomes  denser  as  it  advances  towards  the  peritoneal 
coat,  but  is  not  all  figured  here  on  account  of  its  great  thickness. 

The   infiltrating  character  of  the  new  cell  formation  is  well 
illustrated. 


To  illustrate  I)1'  R.T.  Smith's  case  of 
Fibroid  Induration  of  Stomach. 
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They  appeared  mingled  with  fibres  and  vessels  in  a  manner 
in  which  no  definite  arrangement  could  be  made  out.  How- 
ever, by  examining  the  deeper  part  of  the  sub-mucosa,  which 
was  composed  of  fibroid  tissue,  the  infiltrating  nature  of  the 
new  formation  was  easily  seen.  There  the  cells  were  spreading 
in  rows  among  the  fibres,  recalling  at  once  the  appearances  of 
the  edge  of  a  scirrhous  cancer  of  the  breast. 

Sections  of  the  jejunum  and  mesentery  confirmed  the  above 
account.  The  new  formation  had  spread  from  the  mesentery 
into  the  adjacent  portion  of  the  bowel,  where  the  sub-mucous 
and  muscular  coats  were  invaded  by  it,  and  consequently 
thickened.  The  character  of  the  cells  was  precisely  the  same 
there  as  in  the  stomach. 

The  ovaries  showed  chiefly  degenerative  changes. 

Conclusion. — In  forming  an  opinion  on  the  nature  of  this 
disease,  due  regard  should  be  paid  to  the  condition  of  the  re- 
maining viscera,  the  presence  or  absence  of  malignant  disease 
elsewhere,  the  state  of  the  abdominal  glands,  and  the  history. 
The  first  question  to  be  decided  is,  whether  the  lesion  is  in- 
flammatory or  not  ? 

The  size  and  character  of  the  cells,  their  arrangement,  the 
want  of  evidence  of  their  conversion  into  fibrous  tissue,  and 
the  peculiarly  infiltrating  nature  of  the  cells  are  sufficient  to 
warrant  a  reply  in  the  negative.  Assuming,  then,  that  the  new 
formation  is  malignant,  is  it  carcinomatous  or  sarcomatous  ? 
The  absence  of  alveolation  and  the  comparatively  small  size 
of  the  cells  are  unlike  carcinoma,  but  the  linear  infiltration  of 
the  tissues  is  a  very  characteristic  feature. 

I  would  submit,  then,  that  the  disease  is  a  diffuse  scirrhous 
carcinoma,  originating  in  the  stomach  most  probably  from 
the  bases  of  the  gastric  tubules  in  the  mucous  membrane  ; 
that  the  chronic  peritonitis  and  thickening  of  the  mesentery 
are  secondary  effects,  and  that  the  pathological  changes  of 
this  disease  correspond  with  those  of  the  so-called  "  cirrhosis 
of  the  stomach." 

It  is  right  to  add  that  the  description  of  "  Cirrhosis  of  the 
Stomach  "  to  be  found  in  the  text  books  does  not  agree  with 
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the  above  statement.  Thus  Quail]  ("  Diet,  of  Medicine," 
p.  1534)  says:  "All  those  who  have  examined  these  cases 
have  come  to  the  same  conclusion — namely,  that  the  con- 
nective tissue  alone  is  universally  increased  in  thickness, 
and  that  there  is  an  absence  of  any  indication  of  cancer." 

Fagge  (2nd  ed.,  vol.  ii.,  page  366)  says:  "This  disease 
(cirrhosis  or  fibroid  induration)  of  the  stomach  is  one  in  which 
its  walls  are  uniformly  thickened,  without  the  development  of 
any  morbid  growth." 

He  adds : — "  Probably  it  would  be  impossible  to  distinguish 
cases  of  this  kind  from  those  of  diffused  sarcoma  of  the 
stomach." 

Pepper  ("System  of  Medicine,"  vol.  ii.,  p.  614)  says; 
"  The  essential  lesion  is  the  new  growth  of  fibrillated  con- 
nective tissue  pervading  all  of  the  coats  of  the  stomach." 

He  adds  in  a  footnote  :  "  In  a  case  of  ovarian  cancer  with 
secondary  deposits  in  the  peritoneum  the  stomach  presented 
the  typical  gross  appearances  of  cirrhosis,  but  here  and  there 
I  found  nests  of  cancer  cells  in  the  prevailing  new  growth  of 
fibrous  tissue  in  the  walls  of  the  stomach." 

Without  burdening  this  report  with  any  further  quotations, 
one  might  sum  up  the  generally-received  characters  of  this 
disease  in  the  following  manner  :  Cirrhosis  of  the  stomach  is  a 
rare  disease,  giving  rise  to  such  vague  clinical  symptoms  that  it 
is  rarely,  if  ever,  diagnosed  ;  it  is  always  attended  with  chronic 
peritonitis,  and  presents  such  anatomical  features  as  are  men- 
tioned above.  To  this  I  would  add  (as  an  expression  merely 
of  my  own  opinion)  that  it  represents  a  type  of  primary 
malignant  disease  of  the  stomach,  but  whether  always  car- 
cinomatous, or  always  sarcomatous,  there  is  not  sufficient 
evidence  yet  to  say. 

James  H.  Targett, 
Assist.  Pathologist  Royal  College  of  Surgeons. 

August  1,  1889. 

The  society  then  adjourned. 
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Wednesday,  November  27,  1889. 
FANCOURT  BARNES,  M.D.,  Vice-President,  in  the  Chair. 

Present  :  28  Fellows,  7  Visitors. 

The  following  was  elected  a  Fellow  of  the  Society  : — Dr. 
Edgar  Duke,  St.  Leonards-on-Sea.  The  following  were  pro- 
posed for  election  : — John  Francis  Insky,  M.D.,  Cork  ;  A. 
Langley,  London ;  Cyril  John  Williams,  Woodhall  Spa ; 
Frank  Leslie  Philips,  M.D.,  of  Birmingham ;  Christopher 
Martin,  M.D.,  Edinburgh. 

Dr.  Bantock  showed  a  number  of  specimens  exemplify- 
ing fibroid  tumours  of  the  uterus.  The  first  case  was  a  large 
soft  fibroid  weighing  eleven  pounds  ;  the  whole  of  the  mass 
was  enucleated,  and  it  was  adherent  to  a  small  extent,  about 
an  inch,  to  the  back  part  of  the  uterus  at  the  lower  part  of  the 
body.  The  uterus  was  drawn  so  high  out  of  the  pelvis  that 
it  was  impossible  to  reach  the  cervix.  There  was  a  history  of 
several  pregnancies,  in  which  the  small  size  of  the  pelvis  was 
the  cause  of  difficulty  in  delivery.  The  softness  of  the  tumour 
had  led  him  to  believe  that  it  was  a  case  of  broad  ligament 
cyst,  it  was  so  like  fluctuation  that  he  was  misled.  The  only 
point  to  which  he  wished  to  call  attention  was  the  difficulty 
of  deciding  whether  or  not  to  remove  the  uterus  at  the  same 
time.  There  was  considerable  bleeding  from  the  cervix  when 
the  tumour  was  removed,  but  he  applied  a  number  of  ligatures 
and  succeeded  in  arresting  the  haemorrhage,  and  this  induced 
him  to  leave  the  uterus.  He  had  already  ligatured  the  ovaries 
and  removed  them,  but  in  another  case  of  the  same  kind  he 
would  be  inclined  to  facilitate  the  after-treatment  by  moving 
the  uterus  as  well,  because  he  had  no  doubt  that  a  good  deal 
of  the  bleeding  that  took  place  into  the  sac  came  from  the 
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uterus,  and  if  he  Fiad  removed  it  the  amount  of  bleeding  would 
have  been  diminished  and  convalescence  shortened.  The 
patient  was  doing  very  well,  though  there  was  still  a  small 
sinus.  The  operation  was  performed  on  the  22nd  October, 
and  the  patient  was  thirty-two  years  of  age. 

The  next  case  was  an  exceedingly  interesting  one.  It  was 
a  tumour  taken  from  a  single  woman,  forty-two  years  of  age. 
After  dividing  the  capsule  of  the  uterus  and  shelling  out  the 
enlarged  mass  he  then  had  to  turn  out  several  others,  shelling 
them  out  from  the  base  of  what  would  otherwise  have  been  a 
pedicle,  and  when  this  was  done  he  was  so  low  down  in  the 
pelvic  cavity  that  it  was  impossible  to  apply  the  sene-nccud. 
He  controlled  the  bleeding  in  the  meantime  by  the  elastic 
ligature.  He  separated  the  peritoneal  covering  from  the 
uterus,  and  then  he  found  that  the  bleeding  came  from  the 
uterine  tissue.  He  put  a  serre-ncuiid  on  the  raw  surface  and 
then  stitched  the  peritoneal  end  to  the  parietes,  but  there  was 
another  tumour  down  in  Douglas'  pouch  larger  than  those  he 
had  removed,  and  the  question  arose  what  to  do  with  it.  The 
removal  of  such  a  tumour  in  this  situation  appeared  so  dan- 
gerous that  he  decided  to  leave  it,  even  at  the  risk  of  slough- 
ing, because  from  its  situation  it  would  have  a  better  chance 
of  escaping.  On  the  right  side  there  was  a  soft  swelling  of 
some  size,  possibly  a  hydrosalpinx,  but  that,  again,  was  in  such 
a  situation  that  to  attempt  its  removal  would  have  been  to 
risk  a  fatal  result.  They  had  given  no  trouble  at  all  since, 
and  he  had  no  doubt  that  in  a  short  time  the  hard  fibroid 
would  diminish  in  size  now  that  its  blood  supply  had  been 
cut  off.  What  would  become  of  the  soft  swelling  on  the  right 
side  he  did  not  know,  but  so  far  the  patient  had  not  had  a  bad 
symptom. 

The  next  case  was  one  in  which  he  was  sorry  to  say  he 
had  lost  his  patient ;  she  was  a  single  woman,  over  forty  years 
of  age,  and  was  so  much  reduced  by  haemorrhage  when  she 
came  into  the  hospital  that  he  was  obliged  to  keep  her 
in  bed  three  weeks,  with  good  feeding  and  tonics,  before  he 
considered  she  was  fit  to  undergo  the  operation.     She  was 
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subject  to  an  almost  constant  hemorrhagic  discharge,  asso- 
ciated with  more  or  less  high  temperature,  generally  over 
990.  There  was  a  large  mass  in  the  abdomen,  and  another 
in  the  pelvis  projecting  so  much  into  the  vagina  as  to  obli- 
terate the  cervix  altogether,  which  consequently  could  not 
be  reached.  When  he  came  to  do  the  operation  he  found  a 
very  large  base  to  this  tumour,  and  another  large  tumour  going 
down  into  the  pelvis.  After  dividing  the  capsule  he  put  on 
an  elastic  ligature  and  controlled  the  bleeding  so  that  the 
patient  lost  very  little.  He  then  enucleated  the  large  mass  in 
the  abdomen,  but  did  not  know  what  to  do  with  the  tumour  in 
the  pelvis,  it  was  so  large  that  he  was  very  much  afraid  that, 
the  circulation  being  interfered  with,  it  would  slough  and  give 
rise  to  trouble,  and  he  was  therefore  tempted  to  try  and  get  it 
away.  He  enucleated  more  than  three  parts  of  its  circumfer- 
ence when  he  came  upon  a  part  so  dense  that  he  could  not  get 
through  it,  and  the  only  thing  he  could  do  was  to  take  hold  of 
it  with  the  vulsellum  and  cut  it  away  piecemeal.  The  patient 
lost  so  much  blood  during  this  part  of  the  operation  that  he 
was  afraid  she  would  die  on  the  table,  and  as  a  matter  of  fact 
she  died  three  hours  later.  He  admitted  that  he  had  made  a 
mistake  in  not  leaving  it  alone  when  he  came  to  that  part, 
although  there  would  still  have  been  the  risk  that  a  large  hard 
fibroid  like  this  in  the  broad  ligament  might  have  sloughed  ; 
still  he  would  have  been  wiser  to  have  left  it  alone,  and  in 
future  he  would  leave  such  a  fibroid  to  take  care  of  itself. 

The  other  case  was  an  interesting  one,  the  tumour  having 
been  removed  ten  days  ago  from  a  married  woman  with  no 
children,  who  had  been  subject  to  menorrhagia  and  discomfort 
from  the  presence  of  fibroids  for  a  number  of  years  until  at 
last  she  had  come  to  the  conclusion  that  life  as  such  was  not 
worth  living,  and  wanted  something  done  for  her  relief.  The 
tumour  occupied  the  posterior  wall  of  the  uterus,  and  below, 
very  low  down,  there  was  an  outgrowth  from  the  back  of  it.  It 
was  so  low  down  that  they  could  not  apply  the  serre-nceud,  so 
he  put  on  an  elastic  ligature  dividing  the  capsule  longitudin- 
ally to  get  at  the  mass  from  below  till  he  found  he  had  a  very 
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fair  pedicle,  to  which  he  applied  the  scrrc-nccud,  and  the  patient 
had  done  very  well,  never  having  had  a  temperature  above  99°. 

Mr.  REEVES  said  thai,  in  lecturing  to  students  he  had 
been  compelled  to  teach  that  enucleation  of  a  growth  from 
the  uterus  in  any  form  was  totally  inapplicable,  and  that  it 
was  very  much  safer  in  most  cases  to  remove  the  whole 
uterus.  In  the  literature  of  the  subject  the  mortality  of 
enucleation,  whether  from  the  uterus  or  from  between  the 
layers  of  the  broad  ligament,  was  very  large,  and  convales- 
cence was  long,  no  matter  what  treatment  was  adopted ; 
whereas  the  mortality  after  the  removal  of  the  uterus  was 
much  more  favourable.  He  had  removed  the  uterus  success- 
fully in  four  cases  by  supra-vaginal  amputation.  After  tying 
the  broad  ligament  he  tied  the  uterine  arteries.  He  said  that 
if  these  arteries  were  tied  there  was  no  haemorrhage.  He 
thought  that  the  best  thing  was  to  make  it  an  intra-peritoneal 
operation.  He  mentioned  that  in  his  last  case  he  had  left  a 
silk  ligature  around  the  cervix  and  out  of  the  lower  end  of 
abdominal  wound.  He  thought  long  manipulation  was  bad 
if  the  tumour  were  large,  and  he  much  preferred  the  removal 
of  the  uterus.  If  there  was  any  difficulty  with  the  bladder 
it  should  be  dissected  from  the  uterus,  the  pedicle  being 
treated  either  by  the  intra-peritoneal  plan,  or  the  cervix  re- 
moved per  vaginam  if  necessary. 

Mr.  Lawson  Tait  said  his  experience  did  not  coincide 
with  that  ot  Mr.  Reeves.  He  said  that  speaking  strictly  in 
supra-vaginal  hysterectomy  there  was  really  enucleation  in 
the  majority  of  cases ;  it  was  precisely  the  same  condition  as 
in  cysts  of  the  broad  ligament.  Many  of  these  cases  they 
had  to  enucleate  on  the  fundus  of  the  uterus,  right  down  to 
the  very  bottom,  and  the  amount  of  it  disappeared  until  they 
got  some  with  a  good  pedicle  like  an  ordinary  tumour.  That 
morning  he  had  put  a  ligature  round  the  infantile  uterus  of  a 
lady  from  Salt  Lake  City,  the  wife  of  one  of  the  elders  there  ; 
she  had  a  tumour  the  size  of  a  washhand  basin,  of  which  the 
fundus  was  the  pedicle  ;  but  that  case  was  quite  exceptional, 
and  in  the  great  bulk  of  cases  they  enucleated  just  as  they 
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would  amputate  a  thigh.  One  of  the  specimens  shown  by 
Dr.  Bantock  showed  this  very  well.  Their  mortality  had 
been  8  per  cent,  extra-peritoneal,  but  if  they  took  the  intra- 
peritoneal it  would  be  much  higher.  He  would  have  to  see 
more  than  four  or  six  cases  before  he  would  go  back  to  the 
intra-peritoneal  method  under  any  conditions  whatever. 

Dr.  Fenton  said  that  from  what  he  had  seen  he  could  not 
but  agree  with  Mr.  Tait  that  it  was  impossible  to  get  through 
any  series  of  these  cases  without  employing  the  art  of  enu- 
cleation ;  one  could  hardly  set  out  on  an  operation  without 
contemplating  this  contingency.  By  that  method  they  got  a 
stump  which  was  handy  to  deal  with  outside  the  peritoneal 
cavity ;  the  objection  to  this  stump  was  that  after  a  few  days 
it  became  most  horribly  foetid,  and  became  a  wet,  corrupt 
mass,  and  any  way  of  dealing  with  the  stump  in  order  to  pre- 
vent that  must  be  an  advantage.  He  handed  round  the 
remains  of  a  stump  which  was  pulled  off  a  few  weeks  ago, 
in  a  case  of  hysterectomy  with  enucleation.  Immediately 
after  the  operation  he  had  applied  persulphate  of  iron  to  the 
stump,  which  became  hard  and  horny  and  so  dense  that  it 
was  impossible  to  cut  it ;  that  was  a  comfort,  because  it  was 
dry  without  smell,  and  there  was  no  fear  of  secondary 
haemorrhage. 

Dr.  Bennington  pointed  out  that  the  tumour  was  one  of 
the  so-called  sub-peritoneal  fibroids,  and  was  therefore  not  a 
case  of  enucleation  at  all. 

Dr.  FANCOURT  Barnes  said  he  quite  agreed  with  Dr. 
Fenton  as  to  the  treatment  of  the  stump  of  the  cervix 
in  Porro's  operation ;  he  had  never  seen  any  stump  so  clean, 
nor  one  that  smelt  as  sweet  as  that  one.  It  was  evidently 
an  excellent  plan  of  treating  them. 

Dr.  Bantock  pointed  out,  in  relation  to  the  nature  of  the 
case  alluded  to  by  Mr.  Reeves,  that  the  tumour  originated  in 
the  back  part  of  the  uterus,  a  little  above  the  external  os, 
growing  upwards  and  backwards,  always  outside  the  peri- 
toneum, which  was  carried  before  it  as  it  grew  until  at  last  it 
occupied  a  great  part  of  the  pelvis,  and  the  only  possible  way 
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of  removing  it  was  to  slip  the  peritoneum  off.  When  he  had 
nearly  completed  the  operation  he  found  that  there  was  only 
a  small  piece  attached  to  the  posterior  wall  of  the  uterus, 
which  itself  was  very  little  enlarged.  He  divided  the  con- 
nection to  sec  what  was  to  be  done.  He  had  said  that  in  any 
future  case  he  would  remove  the  uterus.  Having  already 
removed  the  ovaries,  he  knew  he  would  have  to  drain  the 
large  sac  out  of  which  this  tumour  came,  and  he  did  not  care 
to  have  a  drainage  tube  and  a  scrre-nccud.  There  was  no  other 
possible  method  of  treating  this.  He  failed  to  see  the  force 
of  Mr.  Reeves'  objection  to  enucleation.  His  object  was  to 
free  the  broad  ligament,  for  they  were  on  such  a  stretch  that 
when  the  tumour  was  out  it  would  be  impossible  to  put  on  a 
serre-nceud  with  a  wire  long  enough  to  keep  up  the  pressure. 
By  dividing  the  broad  ligaments  they  lessened  the  strain  and 
they  could  reduce  the  pedicle  after  the  application  of  the 
serrc-nceitd,  first  applying  an  elastic  ligature.  As  he  had 
said  in  the  paper  which  he  read  at  New  York,  they  must 
make  their  pedicle  for  themselves  when  it  was  not  ready 
made.  Mr.  Tait  had  pointed  out  the  necessity  for  extensive 
enucleation,  as  in  the  case  of  broad  ligament  cysts,  in  some 
few  cases  of  parovarian  cysts,  where  there  was  no  pedicle. 
Sometimes  the  tumour  would  dip  down  quite  to  the  level 
of  the  os,  down  into  the  broad  ligament,  where  it  would 
be  impossible  to  get  a  pedicle,  and  they  must  drain.  There 
was  just  one  point  in  reference  to  the  treatment  of  the  stump. 
At  a  former  meeting  Dr.  Fenton  had  called  attention  to 
what  he  was  pleased  to  call  his  instrument.  He  would 
take  this  opportunity  of  saying  that  he  had  perhaps  been  a 
little  too  modest  in  the  matter  of  giving  his  name  to  instru- 
ments, and  from  the  very  first,  although  his  instrument  was 
very  much  unlike  the  original  instrument  of  Kocbcrle's  upon 
which  it  was  based,  he  had  been  in  the  habit  of  alluding  to 
it  as  Koebcrlc's  instrument.  In  fact  it  was  only  at  a  recent 
date,  when  he  found  that  men  would  not  give  him  credit  for 
what  he  had  done  in  the  matter,  that  he  had  insisted  upon 
the  instrument  being  called  his  modification   of  Koeberld's 
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instrument.  He  believed  that  this  instrument  answered  the 
purpose  for  which  it  was  intended  better  than  any  other  in 
the  market  ;  it  was  more  simple,  more  efficient,  and  with 
his  latest  improvement  in  having  it  made  of  Delta  metal 
instead  of  steel,  one  particular  objection  to  the  use  of  metal 
had  been  overcome.  He  said  that  they  had  heard  something 
of  the  offensive  smell  arising  from  the  stump  in  cases  of 
hysterectomy.  If  they  used  persulphate  of  iron  to  dry  it 
it  was  very  difficult  to  prevent  some  of  it  getting  down 
between  the  lips  of  the  wound,  and  he  believed  that  some 
patients  had  lost  their  lives  in  consequence  of  the  irritation 
caused  thereby  extending  to  the  peritoneum.  In  the  old 
days  of  the  clamp  he  had  seen  patients  die  from  sloughing 
of  the  pedicle,  and  he  thought  that  was  due  to  the  iron 
running  down  to  the  wound ;  he  had  therefore  never  used 
anything  of  the  kind.  If  they  got  a  moderate-sized  pedicle 
and  trimmed  it  down,  leaving  just  enough  tissue  for  the  pins 
to  hold  by,  they  need  never  be  troubled  by  a  wet  stump.  If 
they  stitched  the  peritoneal  edges  over  the  stump,  reducing  it 
to  a  small  size,  and  then  packed  the  stump  well  round  with 
absorbent  gauze,  in  three  days  it  would  be  as  dry  as  possible, 
and  the  risk  he  had  mentioned  would  have  been  avoided. 
Mr.  Mayo  Robson  had  said  to  him  that  the  only  case  he 
had  lost  at  the  fourth  or  fifth  day  he  was  inclined  to  attribute 
to  the  fact  that  the  serre-nceud  had  been  tightened  up  after 
twenty-four  hours  ;  but  he  (Dr.  Bantock)  thought  it  was  much 
more  likely  that  the  iron  had  got  down  below  the  wire,  and 
set  up  irritation.  With  the  metal  of  which  his  instrument  was 
made  no  decomposition  of  any  kind  was  to  be  feared.  He 
never  sees  a  blackened  stump  now,  and  if  they  tightened  the 
instrument  sufficiently  to  keep  it  dry  they  need  have  no 
trouble  at  all.  He  observed  that  the  wire  pulled  on  both 
sides  instead  of  only  on  one  side,  as  in  Dr.  Fenton's  instru- 
ment ;  that  was  not  the  case  with  Tait's  instrument,  but  he 
would  not  like  to  use  even  that  instrument  with  the  pressure 
he  was  in  the  habit  of  applying. 

Mr.  Lawson  Tait  read  a  paper  on  a  case  of  intra-peri- 
VOL.  v.— NO.  20.  30 
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toncal  hematocele    due   to    rupture    of  a   tubal    pregnancy 
treated  by  abdominal  section  and  the  removal  of  the  ruptured 
tube.     On  August  20th  at  eleven  o'clock  Dr.  Nelson  called 
upon  him  in  reference  to  a  married  woman,  of  twenty-six, 
whom  he  had  seen  the  night  before,  and  who  had  complained 
of  sudden  pain  in  the  lower  part  of  the  abdomen  ;  she  was 
found  in  a  condition  of  collapse,  with  all   the  symptoms  of 
internal  abdominal  haemorrhage,  and   the  one  point  in  the 
history  which  gave  him  a  clue  to  the  nature  of  the  case  was 
that  she  had  missed  two  periods.     The  patient  was  brought 
to  the  hospital  within  an  hour,  and  though  absolutely  pulse- 
less, she  was  anaesthetised.      He  opened  the  abdomen,  and 
the  rush  of  blood  was  as  if  he  had  opened  a  hydrant.     Regard- 
less of  the  blood  and  blood  clots  he  went  straight   for  the 
fundus  of  the  uterus  and  discovered  that  a  tubal  pregnancy 
existed    and    was   ruptured    in    the    right    Fallopian    tube. 
Passing   a   needle   swiftly  into   its  base   he  tied  the   broad 
ligament,   cut  off  the  tube  and  ovary,   and  then  proceeded 
to  remove  many  pounds  of  clots  and  blood  serum  from  all 
parts   of    the   abdomen  ;  he   closed   the   abdominal    wound, 
leaving  the  drainage  tube.   Not  a  single  drop  of  blood  was  lost 
but  it  was  fully  forty-eight  hours   before  it  was  possible  to 
count  the  pulse.     She  might,  however,  be  regarded  as  already 
entirely  recovered     He  said  the  rent  in  the  tube  was  not  more 
than  a  quarter-of-an-inch  in  extent,  the  foetus  being  not  more 
than  in  the  fourth  week  of  its  existence.     The  second  case 
was  one  that  happened  yesterday  morning  of  intra-peritoneal 
rupture  of  the  tubal  pregnancy.     This  was  an  unique  case, 
first,  because  the  patient  was  unmarried,  and  also  because  this 
rupture  was  not  serious  so  much  on  account  of  the  haemorr- 
hage as  because  of  the  pain.     The  patient  was  a  governess ; 
she  had  had  an  unfortunate  occurrence  fifteen  months  ago, 
when  she  contracted  gonorrhoea  and  a  tubal  pregnancy ;  then 
she  had  a  violent  attack  of  pelvic  peritonitis.     Her  age  was 
twenty-seven.     She  bega^  to  menstruate  at  fifteen,  very  irre- 
gular until  twenty,  missing  three,  four  and  six  months ;  had 
always  experienced  pre- menstrual  pain.     Last  menstruation 
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began  November  1st.  Fifteen  months  ago  she  was  in  the 
Waterloo  Hospital  for  Women  for  an  affection  of  the  ovaries, 
&c. ;  was  quite  unfit  for  work  ;  frequent  irregular  menstruation 
and  obstinate  constipation.  When  he  saw  her  he  found  a 
hard  mass  in  the  pelvis  and  thought  the  uterus  was  retro- 
verted  ;  he  thought  myoma  fixed  by  peritonitis.  On  opening 
the  abdomen  he  saw  at  once  it  was  not  a  myoma,  but  every- 
thing was  adherent;  he  felt  as  if  it  were  a  cyst  adherent.  All 
the  way  round  he  began  to  enucleate  and  pushed  in  a  trocar, 
but  got  nothing  out.  As  he  proceeded  he  came  to  the  edge 
of  what  was  evidently  a  rent,  and  there  welled  up  six  or 
seven  ounces  of  blood.  He  soon  saw  that  it  came  from  the 
right  Fallopian  tube  which  had  ruptured  into  the  perito- 
neum, and  then  had  opened  it  out  like  a  sort  of  mushroom 
and  contracted  adhesions  to  the  pelvis,  and  below  that  there 
was  a  distinct  ovum  and  placenta.  Probably  the  foetus  was 
from  the  tenth  to  the  twelfth  week,  and  this  case  was  an 
exception  to  the  rule  he  had  laid  down  of  intra-uterine  ruptures 
proving  fatal.  He  showed  also  a  pair  of  appendages  removed 
that  afternoon  from  a  French  lady,  containing  a  large  mass 
of  chronic  hypertrophy ;  the  most  noteworthy  thing  in  the 
case  was  the  high  temperature,  it  having  reached  no  on 
Saturday  night. 

Mr.  Reeves  mentioned  a  case  of  spina  bifida  after  opera- 
tion in  which  the  temperature  had  several  times  gone  up  to 
107,  and  once  or  twice  to  no. 

Mr.  Hill  also  mentioned  a  case  of  phthisis  in  which  the 
temperature  had  gone  up  to  107  and  no. 

Dr.  Barnes  asked  what  was  meant  by  an  apoplectic  ovum  ? 
He  supposed  that  it  meant  effusion  of  blood  into  the  structure 
of  the  ovum.  This  was  an  expression  devoid  of  etiological 
sense.  When  there  was  an  ectopic  gestation  the  tube  as 
the  enveloping  sac  was  passive,  and  the  foetus  growing,  the 
tube  did  not  keep  pace  with  the  growth  of  the  ovum,  detach- 
ment and  haemorrhage  took  place.  The  apoplexy  was  a 
secondary  accident.  Such  cases  were  analogous  to  placenta 
praevia,  in  which  the  placenta  was  in  part  at  least  ectopic, 
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and  growing  in  a"  part  of  the  uterine  cavity,  that  is,  in  the 
lower  zone,  which  could  develop  as  fast  as  the  ovum  did. 
Hence  portions  of  the  ovum  over  shooting  the  line  of  attach- 
ment, gave  rise  to  haemorrhage,  and  so  if  part  of  the  blood 
got  into  the  ovum  they  called  it  apoplectic. 

A  Criticism  on  Sonic  Recent  Utterances  on  Ectopic  Gestation. 
By  LAWSON  Tait,  Professor  of  Gynaecology,  Queen's 
College,  Birmingham. 

It  is  now  nearly  twelve  months  since  I  laid  before  the 
profession  my  completed  views  on  this  interesting  subject, 
and  now  I  take  an  opportunity  of  noting  some  of  the 
criticisms  of  the  work  which  occupied  much  of  my  time  and 
thought  for  fifteen  years  before  I  published  my  conclusions. 

In  the  first  place  I  have  to  acknowledge  with  gratitude 
the  almost  uniform  acceptance  of  my  views  by  American  and 
Continental  authorities  ;  indeed,  in  the  case  of  German  writers 
the  acceptance  is  so  complete  that  their  British  originals  have 
been  completely  absorbed  into  a  Teutonic  solidarity.  Ameri- 
can writers,  on  the  contrary,  and  as  is  the  custom  of  their 
country,  have  fully  rendered  credit  where  they  believed  credit 
was  due,  and  I  have  nothing  to  give  them  back  but  the  fullest 
acknowledgment  of  their  generosity. 

Of  English  writers  I  have,  with  two  exceptions,  to  speak 
with  as  fully  grateful  recognition.  A  few  criticisms  have 
been  offered  of  a  perfectly  fair  kind  upon  points  where  there 
is  either  as  yet  room  for  difference  of  opinion,  or  upon  others 
where,  by  reason  that  I  did  not  see  the  necessity  for  fuller 
exhibition  of  evidence,  I  did  not  as  completely  state  my  case 
as  I  should  have  done.  My  excuse  is  that  the  field  was  a 
wide  one  and  a  new  one,  and  that  in  it  I  made  roads  not 
only  fresh  but  leading  almost  without  exception  in  directions 
wholly  at  variance  with  those  previously  accepted,  alike  in  the 
pathology  of  ectopic  gestation  and  its  treatment. 

The  writers  to  whom  I  wish  to  draw  your  attention  as 
exceptions  most  remarkable  occupy  columns  of  The  Lancet, 
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an  organ  of  professional  opinion,  whose  good  word  it  has 
never  been  my  lot  to  merit,  for  reasons  I  suppose  I  shall  never 
understand. 

In  its  issues  for  Oct.  12  and  19  last,  that  journal  deals 
with  the  subject  of  "  Ectopic  Gestation  "  in  two  "  editorials," 
under  the  title  of  "  Extra-uterine  Gestation,"  and  begins  its 
discussion  by  a  frank  admission  "that  many  alleged  cases 
were  not  extra-uterine,  but  which  were  due  to  pregnancies 
occurring  in  a  malformed  uterus."  The  anonymous  writer 
has  not  yet  mastered  the  indisputable  conclusion  of  all  my 
writing,  that  we  ought  at  once  to  give  up  the  term  "  extra- 
uterine "  for  the  very  reason  he  gives,  coupled  with  the  other, 
of  which  he  is  not  ignorant,  that  the  most  deadly  form  of 
ectopic  gestation  is  truly  intra-uterine. 

This  is  hardly  the  place  to  discuss  that  much  vexed 
question  of  journalism,  whether  articles  ought  to  be  signed 
or  not.  Most  leading  articles  in  the  columns  of  The  Lancet 
and  of  other  medical  journals  deal  with  subjects  more  or  less 
of  a  political  nature  ;  and  even  in  medical  politics  there  is 
sufficient  nonsense  written  to  make  it  advisable  that  the 
names  of  the  authors  should  be  withheld. 

But  as  the  recognised  Editor  of  The  La?icet  is  not  a  gentle- 
man in  whose  life  the  study  of  ectopic  gestation  can  possibly 
have  been  a  leading  feature,  it  needs  but  scant  gynaecological 
wisdom  to  see  that  an  unsigned  article  on  such  a  subject  in 
that  journal  can  have  but  little  weight.  The  writer  has  such 
curious  ideas  of  dealing  with  his  subject  fairly  that  he  makes 
one  big  jump  from  the  confused  jumble  of  the  classification 
of  Dezeimeris  to  the  article  of  Hart  and  Carter ;  and  he  is  so 
deficient  in  patriotism  that  he  never  even  once  brings  in  the 
name  of  the  writer  whose  book  has  evidently  been  the  cause 
of  the  articles,  and  whose  views  he  has  not  even  taken  the 
trouble  to  understand.  He  evidently  has  taken  some  second- 
hand misrepresentation  of  them  from  the  German,  for  he  says 
that  Kussmaul  proved  that  "  many "  alleged  cases  were  not 
extra-uterine,  but  were  due  to  pregnancies  occurring  in  a  mal- 
formed uterus,  whereas  the  fact  is  that  only  two  cases  in  the 
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whole  literature  of  the  subject  answer  the  conditions  of  this 
anonymous  writer,  against  hundreds,  if  not  thousands,  to 
which  the  allegation  does  not  apply. 

The  policy  of  The  Lancet  has  been  to  ignore  the  existence 
of  the  British  Gynaecological  Society,  and  the  last  editor 
personally  assured  me  that  this  was  a  policy  that  the  journal 
in  question  would  continue  to  follow.  This  mistake  is  prov- 
ing a  misfortune  for  its  writers  as  well  as  for  its  readers. 

As  a  further  illustration  of  the  blundering  into  which 
ostrich-like  blindness  must  inevitably  lead,  let  me  quote  such 
another  sentence,  another  blunder  involved  in  the  use  of  the 
term  "  extra-uterine."  "  It  may  be  briefly  said,"  continues 
my  critic,  "  that  the  differential  diagnosis  (between  extra- 
uterine and  cornual  pregnancy,  that  is  the  pregnancy  occur- 
ring in  a  malformed  uterus)  depends  on  the  point  of  origin 
of  the  round  ligament  of  the  uterus ;  since  this  springs  from 
the  uterus,  and  therefore  is  internal  to  the  tube,  a  gestation 
external  to  its  origin  must  be  tubal,  internal  to  its  origin 
uterine."  Now  our  interstitial  pregnancies  (a  more  common 
form  and  far  more  fatal  than  cornual  pregnancy  in  a  bifid 
uterus)  is  both  tubal  and  uterine  :  it  is  not  extra-uterine,  but 
most  certainly  is  ectopic  ;  so  that  we  must  conclude  that  our 
anonymous  author  has  not  understood  the  prime  steps  of  the 
syllogism.  He  has  read  my  quotations  from  Kussmaul  and 
Sir  William  Turner  without  reading  (or  at  least  without  being 
able  to  understand)  how  beautifully  they  fit  in  as  bricks  in  my 
edifice ;  or  he  has,  as  I  said  before,  taken  some  second-hand 
German  appropriation  instead  of  the  original  work. 

This  conclusion  is  inevitable  when  a  little  further  on  he 
assumes  that  intra-peritoneal  hematocele  is  known  to  occur 
as  a  thing  of  itself  and  arising  from  any  other  cause  than 
traumatic  haemorrhage  from  an  injured  organ  such  as  kidney, 
liver  or  distended  broad  ligament,  rupture  of  aneurism  or 
rupture  of  a  tubal  pregnancy.  If  it  does,  where  are  the  cases  ? 
Who  are  the  authorities  ? 

Upon  some  of  the  questions  of  treatment  the  anony- 
mous writer,  under  shelter  of  the  editorial  "  we,"  gives  ex- 
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pression  to  some  opinions  which  are  the  chief  reason  of  my 
referring  to  his  article  at  all.  "  In  my  opinion,"  he  says 
(concerning  the  treatment  of  the  case  in  the  later  months  of 
pregnancy),  "  in  the  face  of  the  tremendous  maternal  risks, 
it  is  bad  sentiment,  bad  morality  and  bad  surgery  to  regard 
the  life  of  the  foetus  for  a  moment."  We  may  leave  senti- 
ment out  of  the  question,  whether  good  or  bad,  but  when  we 
come  to  discuss  a  question  as  one  of  morals,  we  must  at 
least  listen  to  the  voice  of  mankind.  In  Europe  and  America 
we  are  governed  by  the  code  of  morals  appertaining  professedly 
to  the  Christian  religion.  The  morals  of  this  religion,  as  well 
as  its  theology — though  not  so  much — vary  according  to 
sectarian  view. 

The  only  body,  by  far  the  largest  and  most  influential,  the 
only  body  which  has  deliberately  discussed  this  question — I 
mean  the  Roman  Church — has  decided  that  the  life  of  the 
fcetus  must  be  considered ;  and  no  other  sect  has  formally,  or 
even  casually,  discussed  this  question.  The  morals  of  The 
Lancet  are  therefore  bad,  I  may  say  very  bad,  upon  this  point. 

When  an  anonymous  writer  says  it  is  bad  surgery  to  dis- 
cuss the  question  of  the  life  of  the  fcetus,  I  claim  to  know 
what  authority  speaks  ?  Has  he  ever  operated  in  such  cases  ? 
Does  he  know  anything  about  it  at  all  ?  I  can  speak,  and 
have  spoken,  and  the  authority  of  the  experience  with  which 
my  utterances  are  made  is  the  most  extensive  that  has  yet 
been  offered,  and  my  conclusion  is  that  it  is  safer  to  the 
mother  to  consider  the  life  of  the  child,  and  no  surgeon  will 
say  that  the  glory  to  his  art  is  not  greater,  in  any  operation 
to  save  two  lives  rather  than  one. 

Even  an  anonymous  writer  in  The  Lancet  might  take  the 
trouble  to  test  the  accuracy  of  such  a  statement  as  that  "  it 
has  been  proposed  to  cut  off  the  cord  short  and  close  the 
wound  ;  but  this  has  not  gone  beyond  the  stage  of  proposal." 
This  has  been  done  and  would  have  been  successful,  had  not 
the  operator  trusted  to  the  delusive  visions  of  Lister.  That 
the  Editor  of  The  Lancet  may,  with  advantage  to  his  readers, 
make  some  change  in  his  obstetric  staff  is  evidenced  by  the 
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final  and"  ludicrous  blunder  contained  in  the  statement  that 
"  the  placenta  in  these  cases  may  sometimes  be  determined 
by  palpation,  but  not  by  the  (incorrectly  named)  placental 
souffle,"  which  has  nothing  to  do  with  the  placenta,  and  in 
all  carefully  observed  cases  has  been  found  to  be  absent  over 
its  site.  In  the  one  case  in  my  experience  where  it  was 
possible  to  make  the  observation,  the  only  case  where  the 
existence  and  position  of  the  placenta  could  be  determined 
at  all,  it  was  carefully  mapped  out  by  the  souffle,  and  it  was 
found  at  the  operation  that  my  mapping  out  was  perfectly 
correct. 

The  number  of  The  Lancet  in  which  this  remarkable 
article  appears  opens  with  Mr.  Bland  Sutton's  able  and 
pointed  essay  on  "  Intellectual  Blindness,"  and  our  anony- 
mous writer  concludes  by  saying  that  "  the  discussion  of  this 
question  has  been  somewhat  burning  in  many  quarters.  It 
is,  above  all  things,  desirable  that  personalities  should  be 
strictly  avoided."  Dr.  Matthews  Duncan,  therefore,  begins 
his  article  in  The  Lancet  with  the  remarkable  sentence  that 
"  it  is  only  audacious  ignorance  that  could  give  clear  and 
decided  teaching  on  the  theory  and  practice  of  extra-uterine 
gestation  " — whatever  that  may  mean,  whatsoever  the  practice 
of  extra-uterine  gestation  may  be.  "  And,"  he  continues 
"  it  is  clearness  and  decision,  when  they  are  fairly  attainable, 
that  should  characterise  the  clinical  teaching  of  youth  " — 
leading  to  an  assumption  that,  when  he  dare  indulge,  the 
great  obstetric  physician  of  St.  Bartholomew's  is  not  free  from 
audacious  ignorance. 

Dr.  Duncan  tells  us  "  that  the  theory  and  anatomy  of  it 
(extra-uterine  gestation — I  fear  he  will  never  be  led  to 
adopt  the  scientific  nomenclature,  seeing  we  owe  it  to  Dr. 
Barnes)  have  made  some  progress,  due  chiefly  to  improved 
anatomical  methods,  especially  homalographic  frozen  sec- 
tions, and  to  the  many  laparotomies  which  are  now  performed 
in  this  disease."  Dr.  Duncan  must  know,  for  I  happen  to  be 
certain  that  he  has  read  my  book,  that  every  fact  but  one  of 
the   anatomy,   and  abundant   confirmation  of  my  theory   of 
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ectopic  pregnancy  was  obtained  from  my  abdominal  sections 
years  before  the  fortunate  sections  obtained  by  Hart  and 
Carter  established  the  proof  in  such  a  way  that  even  Dr. 
Duncan  could  no  longer  ignore  the  facts.  The  one  fact  in 
exception  was  the  finger  glove  extension  of  the  peritoneum 
retained  from  the  fundus  of  the  uterus.  "  But,"  says  Dr. 
Duncan,  "  laparotomies  do,  in  most  cases,  give  imperfect  in- 
formation as  to  anatomy.  Often,  indeed,  they  mislead." 
Perhaps  that  is  so  in  Dr.  Duncan's  experience  ;  indeed,  I  am 
sure  it  is  so,  but  I  submit  it  depends  upon  who  performs  the 
operation.  Before  operations  were  performed  by  the  younger 
generation  of  gynaecologists  for  diseases  of  the  Fallopian 
tubes,  we  listened  in  patient  confusion  to  Dr.  Duncan's  predi- 
lections on  parametritis  and  perimetritis.  Now  we  give  him 
no  heed,  for  abdominal  section  has  brushed  aside  all  the 
nonsense  he  taught.  In  similar  confusion — a  striking  con- 
trast to  the  clearness  which  justifies  the  efforts  of  audacious 
ignorance — Dr.  Duncan  goes  on  to  jumble  up  the  ancient  and 
modern  classification  of  ectopic  gestation,  and  tells  us  that 
"  there  are  two  sets  of  kinds  of  extra-uterine  gestation,  with 
which  another,  which  is  not  extra-uterine,  must  be  classed, 
our  old  friend  the  cornual  pregnancy.  Of  this  you  have  here 
a  museum  specimen."  I  wonder  where  he  got  it,  for  there  is 
none  in  the  museum  at  St.  Bartholomew's  and  only  one  in 
London — not  familiar,  I  am  sure,  to  Dr.  Matthews  Duncan, 
for  it  comes  from  a  hated  laparatomy.  "  This  (cornual) 
pregnancy  is  generally  easily  made  out  on  dissection  post- 
mortem "  !  !  Of  the  three  museum  specimens  known  to  me 
one  was  completely  misunderstood  when  examined  first,  and 
so  were  the  other  two,  being  only  unravelled  by  the  enthu- 
siasm of  a  young  demonstrator  of  anatomy,  thirsting  for  the 
fame  which  has  since  deservedly  come  to  him — Sir  William 
Turner.  Of  these  two  cases  Dr.  Duncan  knew  nothing 
till  they  were  republished  in  my  book,  and  of  the  third  I 
am  sure  he  knows  nothing  now,  for  in  all  his  voluminous 
writings  I  cannot  find  a  word  about  this  cornual  pregnancy 
about  which  he  speaks  with  such  flippant  familiarity,  until  I 
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come  to  this  unhappy  lecture  in  The  Lancet.  Besides  there 
being  the  "  two  sets  of  kinds  "  of  extra-uterine  pregnancy  so 
clearly  defined  by  Dr.  Duncan,  he  tells  us  that  there  are 
secondary  variations.  "  Thus,  an  ovarian  pregnancy  may 
become  ovario-tubal.  An  interstitial  pregnancy  may  become 
tubo-uterine,  and  a  cornual  pregnancy  behave  like  an  extra- 
uterine. Again,  a  tubal  pregnancy  may  become  extra-peri- 
toneal— the  tube  opening  up  the  broad  ligament,  probably 
generally  by  rupture  where  the  folds  of  the  ligament  separate 
to  enclose  the  tube.  You  know  that  an  ovarian  tumour  may 
in  like  manner  open  up  the  broad  ligament  and  become 
extensively  extra-peritoneal."  Turning  to  Dr.  Matthews 
Duncan's  Clinical  Lectures  this  extraordinary  mass  of  con- 
fusion is  explained.  Dr.  Duncan  does  not  yet  know  the 
difference  between  a  cystic  tumour  of  the  ovary  and  an 
embedded  cyst  of  the  broad  ligament,  and  I  feel  hopeless 
that  he  ever  will. 

Some  of  Dr.  Duncan's  assertions  on  the  subject  of  ectopic 
gestation  are  made  with  all  the  clearness  and  decision  which 
he  claims  for  audacious  ignorance,  and  my  mind  is  greatly 
puzzled  whether  the  greater  respect  is  due  to  audacious 
ignorance  or  ignorant  audacity.  "  The  original  site,"  says 
Dr.  Duncan,  "  of  an  extra-uterine  gestation  is  determined  by 
the  insertion  of  the  placenta.  There  is  no  other  site  of 
placental  insertion  but  the  original  site — no  reason  to  believe 
that  the  placenta  ever  does  or  ever  can  change  its  site.  It 
cannot  be  transplanted.  Authors  of  experience  have  believed 
that  it  can  be  transplanted,"  &c,  but  these  poor  persons,  of 
whom  I  am  one,  are  waved  behind  him,  by  a  Podsnappian 
gesture,  and  the  poor  placenta  must  perforce  return  to  its 
original  site.  But  I  have  caught  it  in  the  act,  over  and  over 
again,  surreptitiously  leaving  its  original  site  and  fastening  its 
octopus-like  villi  into  strange  and  new  places.  I  have  caught 
it  before  it  had  time  to  retrace  its  steps  and  hide  Dr.  Duncan's 
shame.     E  pur  si  muove. 

Dr.  Duncan  continues,  "  Were  transplantation  of  placenta 
possible,  many  cases  of  abdominal  pregnancy,  or  all   cases, 
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might  be  called  secondary  ;  and  this  would  increase  the  pre- 
dominance of  tubal,  and  give  a  fine  appearance  of  simplicity." 
This  is  precisely  the  case  and  it  is  the  extraordinary  simplicity 
of  the  theory  which  is  at  once  its  recommendation  and  its 
gain.  It  is  the  same  simplicity  which  floors  Podsnap,  who 
comprehends  neither  simplicity  of  motive  nor  directness  of 
action. 

"  These  remarks,"  continues  our  lecturer, "  are  to  be  applied 
to  extra-peritoneal  pregnancy  also,  that  is  when  the  ovum 
grows  between  the  layers  of  the  broad  ligament,  separating 
them  and  reaching  the  parametric  cellular  tissue.  The  placenta 
cannot  be  transplanted  into  the  cellular  tissue."  These  two 
sentences  of  course  contradict  one  another  and  Podsnappery 
defeats  itself.  It  has  seen  Hart  and  Carter's  plates  without 
understanding  them — it  is  intellectually  blind. 

A  few  more  of  Dr.  Duncan's  views  may  be  commented  on 
because  they  are  mere  statements  in  direct  opposition  to 
every  known  fact.  Thus,  "  A  tubal  gestation  generally  rup- 
tures, but  not  always."  Can  he  produce  a  specimen,  after  the 
period  of  rupture  (say  the  fourteenth  week),  which  has  not 
ruptured  ?  Dr.  Duncan  has  published  one  case  of  extra- 
uterine pregnancy  of  a  character  quite  unique  ;  but  its  value 
does  not  lie  in  this  direction,  as  I  have  had  occasion  to  show. 
Towards  the  conclusion  of  his  lecture  faint  gleams  of  light 
seem  to  have  permeated  his  mind,  but  even  then  so  obscured 
by  prejudice  that  they  must  have  misled  rather  than  helped 
his  hearers.  "  In  general  it  is  laparotomy  (by  which  he  ought 
to  have  explained  to  the  University  graduates  among  his 
audience  that  he  meant  linear  abdominal  section  and  not  an 
incision  in  the  neighbourhood  of  the  kidney)  you  have  to 
consider.  When  the  foetus  is  already  viable  or  further  ad- 
vanced you  will  think  of  early  laparatomy  and  keep  in  mind 
the  great  danger  of  haemorrhage  in  the  separation  of  the 
placenta,  which  you  have  no  satisfactory  means  of  arresting." 

Dr.  Duncan  is  not  an  authority  on  abdominal  surgery  and 
therefore  he  ought  to  accept  the  statements  of  those  who  are, 
that  there  exist  perfectly  satisfactory  means  of  arresting  such 
haemorrhage  in  the  use  of  perchloride  of  iron. 
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His  conclusion  is  still  more  remarkable  when  he  formulates 
his  opinion  as  to  "  What  will  be  the  ultimate  result  of  the 
present  enthusiasm  for  abdominal  surgery  no  one  can  foresee. 
In  extra-uterine  gestation  much  has  yet  to  be  done  before  the 
utility  of  laparotomy  can  be  well  defined.  We  need  more 
knowledge  of  the  natural  progress  of  the  disease,  more  know- 
ledge of  the  anatomy,  more  experience  in  laparotomy.  Al- 
ready surely  much  is  to  be  gained  by  judicious  laparotomy 
and  more  is  to  be  expected  in  the  future." 

About  twenty  years  ago  a  decayed  old  ostler  of  one  of 
the  old  city  inns  used  to  hang  about  the  scenes  of  his  youth. 
Broken-down  stages  lay  about  the  yard,  useless,  and  the  old 
man  went  about  apologising  to  such  stray  visitors,  as,  know- 
ing him  not,  would  listen  to  him,  apologising  for  some  strange 
and  unforeseen  accident  which  delayed  the  arrival  of  the  York 
coach.     Poor  old  Judkins  ! 

How  strangely  different  the  words  of  the  modern  railway 
conductor,  Lush  by  name.  His  recent  paper  is  one  long  and 
judicial  examination,  with  final  exordium,  not  of  what  1 
claim  as  my  own,  but  what  I  claim  for  British  surgery,  the 
merits  of  which  are  so  grudgingly  withheld  and  the  views  of 
which  are  so  stupidly  misrepresented  by  Dr.  Matthews  Dun- 
can. 

Within  the  last  few  days  we  have  had  what  may  be 
termed,  by  a  stretch  of  courtesy,  a  debate  on  "  Ruptured  Tubal 
Pregnancy"  at  the  Royal  Medical  and  Chirurgical  Society, 
based  on  a  short  paper  contributed  by  Mr.  Bland  Sutton,  and 
upon  this  paper  and  some  of  the  speeches  in  the  debate  I 
wish  to  make  some  comments. 

In  the  first  place  Mr.  Bland  Sutton  gave  very  marked  pro- 
minence to  an  ordinance  with  which  I  entirely  agree,  that  cases 
of  intra-peritoncal  haemorrhage  should  not  be  classed  as  in- 
stances of  ruptured  tubal  pregnancy  unless  some  evidence  of 
foetus  or  membranes  were  forthcoming.  He  was  pleased  to 
find  so  many  speakers  agreed  with  him ;  indeed,  some 
speakers  seemed  to  have  this  string  only  upon  which  to 
play.     With  all  this,  as  I  have  said,  I  entirely  agree.     But  I 
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want  to  know  what  necessity  there  is  for  all  this  energetic 
denunciation.  Where  are  the  cases  and  by  whom  published, 
which  have  been  regarded  as  being  and  asserted  to  be  cases  of 
ruptured  tubal  pregnancy  without  some  evidence  of  foetus  or 
membranes  ?  I  have  been  watching  the  literature  of  this 
subject  most  closely  for  the  last  fifteen  years  and  I  have 
not  seen  any  such  case  published,  and  it  would  be  very  much 
fairer  if  the  denunciators  would  point  out  the  delinquents. 

Before  I  go  further  let  me  point  out  that  Mr.  Bland  Sutton 
seems  to  limit  his  proof  to  the  foetus  and  membranes,  but  I 
suppose  he  includes  with  the  latter  the  placenta  ;  and  that  it 
is  a  mere  omission  of  the  pen  that  he  has  not  specifically  men- 
tioned this,  the  most  important  proof  of  all.  I  point  out  this 
markedly,  because  in  his  reply  he  considered  it  unjustifiable 
to  say  in  these  negative  cases  that  the  foetus  had  been  dis- 
solved, but  cases  in  which  embryos  were  not  found  should 
be  put  in  a  class  by  themselves — until  a  true  cause  for  them 
could  be  found.  Here  it  does  really  seem  as  if  he  had  forgotten 
all  about  the  placenta.  Let  me  say,  as  the  writer  who  has  had 
now  the  largest  experience  of  these  cases,  that  in  the  majority 
of  instances  the  embryo  escapes  at  the  first  rupture  into  the 
peritoneal  cavity  and  is  then  lost,  is  never  found  and  must 
be  digested,  for  it  never  does  any  harm.1  Similarly  the  mem- 
branes are  very  rarely  seen,  but  the  placenta  and  its  traces  are 
irremovable,  because  its  site  is  uniformly  the  bleeding  point 
and  microscopic  investigation  always  reveals  its  villi  per- 
meating the  muscular  walls  of  the  tube.  I  have  now  published 
forty-five  cases  of  ruptured  tubalpregnancy  and  in  every  one 
this  proof  has  been  obtained  and  can  be  obtained,  for  I  can 
put  my  fingers  on  every  one  of  the  preparations  if  there  is  any 
dispute  concerning  the  fact.  Every  one  of  these  preparations 
has  been  publicly  exhibited  and  discussed  at  meetings  of  the 
British  Medical  Association,  the  Midland  Medical  Society  and 

1  See  on  this  point  the  most  interesting  case  recently  published  by 
Dr.  Byrom  Bramwell  in  his  "  Clinical  Studies,"  where  the  foetus  is  seen  to 
have  escaped  in  this  way,  and  the  rupture  is  actually  closing  over  the 
retained  placenta. 
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the  British  Gynecological  Society.  I  have  for  some  time  past 
ceased  to  make  any  communication  to  the  older  metropolitan 
societies,  for  I  found  that  to  do  so  was  only  to  subject  myself 
to  much  bullying  by  the  chairman,  that  to  ask  for  a  committee 
of  investigation  of  my  specimens  to  corroborate  or  correct  my 
statements  was  only  to  meet  with  a  curt  refusal,  and  finally  my 
papers  were  refused  publication. 

I  was  specially  invited  to  be  present  at  the  hearing  of  Mr. 
Bland  Sutton's  paper,  but  I  need  not  say  that  after  such  treat- 
ment I  did  not  avail  myself  of  it.  Although  I  have  been  for 
years  a  member  of  these  societies,  I  find  that  the  area  of 
publication  through  them  and  the  advantage  of  public  criti- 
cism are  denied  to  me. 

To  return  to  the  debate  of  Mr.  Sutton's  paper,  it  was  most 
remarkable  for  the  habitual  confusion  in  the  minds  of  most  of 
the  speakers  concerning  the  two  varieties  of  hematocele,  intra- 
peritoneal and  extra-peritoneal.  I  have  now  seen  post-mortem 
examinations  or  surgical  operations  performed  on  over  eighty 
cases  of  intra-peritoneal  hematocele  (I  do  not  include  a  few 
cases  where  the  origin  was  traumatic,  or  from  a  ruptured  liver, 
or  from  the  slipping  of  the  knot  on  a  pedicle),  and  in  every 
one  of  them  the  cause  was  a  ruptured  tubal  pregnancy. 
I  may,  therefore,  be  fully  excused  when  I  say  that  I  am 
entirely  sceptical  about  the  statement  made  by  Dr.  Culling- 
worth  that  intra-peritoneal  hematocele  might  occur  from  num- 
berless causes.  If  it  docs  where  are  the  recorded  cases  and 
what  are  the  proofs  ? 

Dr.  Cullingworth  speaks  of  a  case  in  which  on  abdominal 
section  a  considerable  amount  of  soft,  dark  clot  was  found 
encysted  in  the  peritoneum.  He  must  have  meant  encysted 
by  the  peritoneum,  that  is  the  peritoneum  raised  over  it  by  the 
effusion — an  extra-peritoneal  hematocele,  such  a  case  as  was 
immediately  after  typically  described  by  Dr.  Walter,  "a  dark- 
coloured  elastic  tumour,  reaching  nearly  to  the  umbilicus." 
In  this  case  the  fcetal  remains  were  found  at  the  base,  and  the 
case  was  clearly  a  broad  ligament  hematocele,  resulting  from 
the  rupture  of  a  tubal  pregnancy.     Dr.  Walter's  case  was  pre- 
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cisely  the  kind  in  which  abdominal  section  was  not  wanted, 
quite  the  case  to  get  well  by  nature's  own  process. 

The  origin  of  Dr.  Walter's  case  was  precisely  that  of  the 
case  jointly  alluded  to  by  Dr.  Matthews  Duncan  and  Dr. 
Priestley,  in  which  the  patient  was  suddenly  seized  with  symp- 
toms of  haematocele,  but  where  operation  was,  most  properly, 
not  performed.  Eight  months  after  a  dead  fcetus  was  ex- 
tracted from  the  cavity  of  the  broad  ligament,  into  which  the 
tube  had  ruptured  at  the  time  of  the  original  attack.  This  is 
quite  the  case  in  which  operation  at  the  time  of  rupture  is  not 
required,  indeed  would  be  most  improper,  and  the  pregnancy 
ought  always  to  be  allowed  to  go  on.  But  the  case  ought 
to  have  been  interfered  with  about  six  months  after  and  not 
eight,  for  at  the  end  of  six  months  a  living  child  might  have 
been  extracted. 

Dr.  Priestley  introduces  a  new  nomenclature  for  haematocele. 
He  speaks  of  a  "  pure  "  haematocele.  What  is  this  ?  Still  more 
patiently  we  wait  to  know  when  a  haematocele  may  be  re- 
garded as  impure.  He  says,  "  In  pure  haematocele  the  patient 
usually  gets  well,  but  if  the  case  were  interfered  with  by 
operation  it  was  liable  to  go  wrong,  either  from  the  direct 
results  of  the  operation  or  from  subsequent  haemorrhage." 
Now  this  is  precisely  the  truth  concerning  extra-peritoneal 
or  broad  ligament  haematocele,  but  why  is  it  to  be  called 
"  pure  "  haematocele  ?  "  Such  cases  should  be  interfered  with 
only  when  suppuration  took  place."  This  may  mean  when  it 
becomes  impure.  Then  we  must  speak  only  of  pure  and 
impure  extra-peritoneal  haematocele,  for  intra-peritoneal 
haematoceles  never  suppurate.  Of  the  confusion  on  this  sub- 
ject indicated  by  the  utterances  of  Dr.  Duncan  it  is  almost 
impossible  to  speak  with  patience.  He  begins  his  speech 
with  my  name,  and  therefore  I  have  a  right  to  answer  him  ; 
and,  he  says,  "  These  enthusiasts  for  operation  taught  that 
there  was  no  such  thing  as  a  haematocele,  except  those  pro- 
duced by  ruptured  tubal  pregnancy,  whereas  it  was  known 
that  haematocele  was  common  even  in  virgins."  By  the  omis- 
sion here  of  the  words  "  intra-peritoneal  "  and  "  extra-perito- 
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ncal"  as  defining  two  wholly  different  diseases,  different  in  their 
origin,  in  their  pathology  and  different  in  what  they  demand 
for  treatment,  wide  as  the  poles  asunder,  Dr.  Duncan  makes 
these  enthusiasts  say  exactly  the  opposite  of  what  they  have 
been  shouting  on  the  housetop  for  fifteen  years.  Dr.  Duncan 
is  in  the  dilemma  either  of  wilful  and  mischievous  represen- 
tation or  of  dullness  of  apprehension  which  is  beyond  the 
measurement  of  mental  possibility.  I  think  it  must  be  the  latter, 
for  he  confesses  that  he,  a  man  who  abhors  operations,  urged 
operation  in  a  case  of  broad  ligament  hematocele,  a  proceed- 
ing which  the  enthusiasts  condemn.  Dr.  Duncan  is  of  course 
at  liberty  to  lecture  upon  his  incomprehensible  pathology  and 
to  advocate  his  bad  surgery  as  much  as  he  likes,  but  he  has 
no  right  to  put  them  in  the  mouths  of  people  who  object  to 
them  and  condemn  them  unceasingly  and  emphatically. 

Mr.  Bland  Sutton's  suggestion  that  the  cause  of  rupture  of 
a  tubal  pregnancy  is  an  apoplectic  change  in  the  ovum  belongs 
rather  to  the  transcendental  order.  In  the  first  place  it  cannot 
possibly  be  regarded  as  an  explanation — at  best  it  is  only  carry- 
ing the  process  one  step  forward.  If  the  apoplexy  is  the  cause 
of  the  rupture,  something  must  be  the  cause  of  the  apoplexy. 
It  seems  to  me  that  the  suggestion  is  clearly  based  only  upon 
the  one  case  with  which  he  has  had  experience  and  it  is  dia- 
metrically inconsistent  with  the  fact  that  no  preparation  has  yet 
been  exhibited  in  which  a  rupture  of  a  tubal  pregnancy  has  not 
taken  place  at  a  date  earlier  than  the  thirteenth  week,  and  the 
majority  of  the  preparations  exhibit  no  apoplectic  conditions 
whatever.  Microscopic  investigations  of  one  injected  and 
many  non-injected  specimens  which  I  have  made  and  the 
results  of  which  I  have  published  over  and  over  again  show 
that  the  implantation  of  the  placental  villi  in  the  wall  of  the 
Fallopian  tube  involves  an  enormous  increase  in  the  diameter 
of  all  the  vessels  of  the  structure  of  the  tube,  just  as  results 
when  the  placenta  implants  itself  in  the  uterus,  or  upon 
intestine,  or  upon  abdominal  wall  or  elsewhere.  Microscopic 
investigation  and  the  complete  injection  of  specimens  removed 
which  I  have  succeeded  in  preparing  show  that  it  is  at  the 
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very  spot  where  the  substance  of  the  tubal  wall  is  thinned  out 
by  these  enlarged  vessels  that  the  rupture  invariably  occurs, 
and  in  the  very  last  specimen  which  came  under  my  care  for 
the  purpose  of  operation  the  rent  in  the  tube  is  no  larger  than 
a  pellet  of  wheat,  but  the  enlarged  vessels  at  the  point  of 
rupture  could  be  seen  when  the  specimen  was  fresh  by  a  low 
power  lens  with  perfect  ease  and  there  was  not  the  slightest 
apoplectic  effusion  in  the  ovum,  which  is  certainly  not  more 
than  five  or  six  weeks'  growth.  That  a  primary  effusion  of 
blood  into  the  ovum  cavity  might  precede  the  actual  rupture 
of  the  tube  now  and  then  is  likely  enough,  but  the  suggestion 
that  the  cause  of  rupture  is  apoplexy  of  the  ovum  is  simply 
a  proposal  to  put  the  cart  before  the  horse. 

If  Mr.  Bland  Sutton,  and  those  who  took  part  in  the 
so-called  debate,  had  read  a  short  paper  in  the  Edinburgh 
Medical  Journal Tor last  month  by  Dr.  Berry  Hart,  they  could 
scarcely  have  failed  to  have  risen  to  a  higher  level  of  accuracy 
in  their  statements  than  was  attained.  A  few  sentences  from 
that  paper  so  absolutely  confirmatory  of  what  I  have  said 
and  repeated  at  intervals  for  years  past,  are  worth  while 
quoting  here.  The  first  is  as  follows: — "As  all  know,  the 
Fallopian  tube  is  in  the  vast  majority  of  instances  the  starting 
point  of  an  extra-uterine  gestation ;  the  most  common  result 
of  this  is  that  rupture  occurs  usually  at  the  second  month, 
through  some  part  of  the  tube  covered  by  peritoneum,  a 
result  almost  invariably  fatal  if  left  alone,  and  as  invariably 
curable  if  operated  on  in  time  by  abdominal  section. 

"  A  rarer  termination  in  Fallopian  tube  gestation  is,  that 
further  development  takes  place  between  the  layers  of  the 
broad  ligament,  which  become  separated  to  accommodate 
foetus  and  placenta.  Even  here  rupture  into  the  peritoneum 
may  occur,  but  if  the  peritoneum  remain  intact  we  may  get 
a  continuance  of  development." 

He  then  goes  on  to  prove  the   utter   inaccuracy  of  Dr. 

Matthews  Duncan's  statements  that  the  placenta  cannot  be 

transplanted  and  cannot  be  moved,  and  cannot  be  implanted 

on  cellular  tissue  by  giving  the  evidence  of  his  own  homolo- 
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graphic  sections,  which  Dr.  Duncan  quotes,  but  docs  not 
understand.  He  shows  that  this  displacement  may  occur 
even  to  the  extent  of  ten  inches  in  distance  and  beautifully 
explains  how,  "  Inasmuch  as  this  amount  of  displacement  was 
accomplished  in  about  as  many  months  there  was  never  any 
gross  separation,  but  a  microscopic  progress  which,  as  we 
shall  sec,  causes  slow  blood  effusion  and  organisation." 

He  shows  by  drawings  of  actual  specimens  that  the  large 
sinuses  which  I  have  described  as  formed  in  the  muscular 
walls  of  the  tube  had  actually  occurred,  that  the  villi  in  this 
way  are  compressed,  the  serotina  is  destroyed,  and  therefore 
the  relation  between  mother  and  foetus  so  interrupted  as  to 
give  the  explanation  of  the  numerous  deaths  of  extra-uterine 
children. 

This  villous  compression  and  the  inevitable  subsequent 
epithelial  destruction  are  in  all  probability,  as  is  clearly 
pointed  out  by  Dr.  Berry  Hart,  the  predisposing  causes  of 
the  actual  apoplectic  effusion  which  is  sometimes  seen  in 
the  future  transplantation  processes  of  the  placenta;  but 
there  is  nothing  in  my  own  preparations,  nor  do  I  see 
anything  in  Dr.  Berry  Hart's  observations  which  justifies  me 
in  the  belief  that  this  actual  process  to  which  there  exists 
abundant  enough  evidence  in  the  post-rupture  period  of 
tubal  pregnancy  is  to  be  asserted  as  in  any  way  the  im- 
mediate or  even  the  indirect  cause  of  tubal  rupture.  The 
direct  cause  is  villous  implantation  and  the  growth  of  the 
sinuses  in  the  muscular  coat  of  the  tube,  whilst  the  immediate 
and  direct  cause  of  rupture  is  generally  some  slight  strain  or 
accident. 

A  Hystero-Psychosis, — A  Case  of  Retroversion :  Insanity \  Re- 
placement, Cure.     By  R.  C.  BENINGTON,  M.B.,  B.S. 

Cases  of  reflex  nervous  disturbance,  the  class  of  so- 
called  hystero-neuroses  are  of  so  common  occurrence  in 
gynaecological  practice  that  it  is  difficult  in  our  present  state 
of  knowledge  to  say  what  symptoms   may  not   arise   from 
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uterine  or  ovarian  irritation,  and  I  believe  that,  as  the  science 
of  gynaecology  advances  and  examinations  are  made  more 
frequently,  or  the  results  of  examinations  are  more  carefully 
recorded,  and  as  our  powers  of  discernment  of  slight  devia- 
tions from  the  normal  increases  and  their  import  is  better 
appreciated  that  in  a  much  larger  proportion  than  at  present 
accepted  such  deviations  will  be  found  to  exist  and  that  we 
shall  be  able  to  recognise  some  condition  to  account  for 
symptoms  about  which  at  present  we  are  not  clear.  One 
characteristic  of  nature  of  reflex  neuroses  is  that  the  symp- 
toms disappear  without  other  treatment  on  removal  of  the 
cause  of  irritation. 

In  the  enlarged  and  tender  mammae  preceding  the  men- 
strual flow,  in  the  gastro-intestinal  derangements,  headache 
and  pains  accompanying  endometritis  and  other  pathological 
conditions  of  the  body  and  the  cervix,  in  the  vomiting  and 
chorea  of  pregnancy,  we  see  instances  of  reflex  irritation  giving 
rise  to  symptoms  at  the  periphery,  whilst  in  the  depression  of 
spirits  preceding  menstruation  or  accompanying  pathological 
conditions  we  have  examples  of  the  effect  of  peripheral  irrita- 
tion on  the  centres  which  preside  over  the  higher  functions  of 
the  brains  or  hystero-psychoses.  The  exact  character  of  the 
phenomena  witnessed  varies  with  the  idiosyncracy  of  the 
patient,  and  the  so-called  "  explosions  of  accumulated  nerve  " 
force  or  inhibition  of  function  takes  place  in  the  direction  of 
least  resistance.  Clinically,  by  almost  imperceptible  degrees 
we  see  these  conditions  become  exaggerated  until  we  have 
cases  of  melancholia  or  mania  chorea  or  epilepsy.  The  case 
I  have  the  honour  of  bringing  before  the  Society  to-night 
aptly  illustrates  this  exaggerated  condition. 

On  May  29th,  1880,  I  was  hurriedly  called  to  attend  Mrs. 
M.  in  her  confinement.  I  had  not  been  previously  engaged  by 
her.  I  found  her  lying  on  a  bed  bearing  down,  straining  and 
groaning.  She  expressed  herself  pleased  that  I  had  been 
found  at  home ;  said  she  was  sure  labour  was  far  advanced 
and  that  I  could  help  her.  On  raising  the  clothes  the  men- 
strual odour  was  so  apparent  that  I  at  once  was  doubtful  as  to 
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her  condition.  An  examination  verified  my  doubts.  I  found 
the  uterus  completely  retrovertcd  with  a  considerable  degree 
of  flexion.  It  was  with  difficulty  I  could  feel  the  os.  The 
fundus  was  almost  pressing  on  the  perinneum.  The  whole 
uterus  was  freely  moveable  when  she  did  not  strain.  I  easily 
replaced  the  uterus  and  inserted  a  large  Hodge's  pessary  of 
vulcanite.  Immediately  the  operation  was  completed  the 
woman  gave  a  great  sigh  of  relief,  said  she  felt  comfortable 
and  thanked  me  most  voluminously.  I  said  nothing  to  her 
about  her  condition.  This  was  about  three  o'clock  in  the 
afternoon.  On  going  down  stairs  I  saw  the  husband  and 
some  female  friends.  I  gathered  the  following  information  : 
that  they  had  been  married  about  two  years  ;  that  she  had 
not  had  a  child.  The  husband,  whose  mental  brilliancy  was 
not  of  the  first  order,  did  not  seem  to  know  much,  but  he  told 
me  that  she  told  him  some  time  ago  that  she  was  pregnant, 
and  as  he  knew  nothing  about  such  things,  he  supposed  she 
was.  She  made  the  necessary  preparations  for  the  child,  not- 
withstanding the  laughter  of  her  neighbours,  who  assured  her 
she  was  not  pregnant.  I  gathered  also  that  she  was  of  a 
silent,  taciturn  frame  of  mind.  On  paying  an  evening  visit  to 
her,  I  found  her  quite  comfortable,  but  she  averted  her  face 
and  seemed  as  if  she  felt  rather  ashamed. 

Suddenly  she  looked  at  me  and  said,  "  Doctor,  where's  the 
child  ?  "  I  smiled  at  her  and  she  said,  "  Is  it  really  true,  then, 
what  these  women  tell  me — that  I  have  not  had  a  child  ?  "  I 
assured  her  it  was  so,  and  she  made  some  remark  about  not 
understanding  it. 

The  next  day  her  mind  was  perfectly  clear ;  she  again 
made  some  remark  about  not  understanding  it,  and  said  :  "  At 
any  rate,  whatever  you  did  to  me,  I  feel  quite  different  now." 
Next  day  I  told  her  to  get  up  and  think  no  more  about  it. 

I  saw  her  every  day  till  June  3rd,  on  which  day  I  ex- 
plained her  condition  to  her  and  made  an  examination  to 
satisfy  myself  as  to  the  position  of  the  uterus  and  pessary.  I 
found  the  axis  normal  and  easily  passed,  the  sound  with  the 
pessary  in  situ.     At   this  visit  she  laughed  at  her  previous 
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conduct  and  was  perfectly  sane.  I  therefore  took  my  leave  of 
her,  telling  her  to  come  and  see  me  occasionally.  In  the 
evening  the  husband  came,  paid  my  bill,  and  thanked  me, 
saying  that  his  wife  was  more  herself  than  she  had  been  for 
long.  I  saw  nothing  more  of  her  and  passing  the  house  one 
day  noticed  it  was  shut  up. 

Some  time  after  this  I  met  the  husband,  who  I  could  see 
wished  to  avoid  me.  I,  however,  spoke  to  him  and  he  told  me 
that  a  few  weeks  after  they  had  moved  she  again  began  to 
be  silent  and  depressed  with  delusions  of  various  kinds,  that 
he  was  afraid  my  fees  were  too  large  for  him  to  pay,  and  that 
at  the  advice  of  neighbours  he  had  called  in  another  doctor, 
who  certified  her  as  insane,  and  she  was  removed  to  an  asylum. 
I  expressed  my  regret  at  the  circumstances  and  we  parted. 

On  July  2nd,  1884,  he  called  upon  me  and  told  me  that  in 
consequence  of  his  being  in  a  better  position  and  wishing  for 
his  wife  at  home  he  had  made  application  for  her  discharge — 
I  only  give  his  story  as  he  gave  it  to  me— and  that  she  had 
come  home.  I  asked  him  how  she  was,  but  the  only  answer 
I  could  get  was — "  Will  you  come  and  see  her  ?  " 

Accordingly  I  went.  The  husband  ushered  me  into  the 
room  in  which  she  was  sitting  by  the  fire  gazing  into  vacancy. 
He  said  :  "  Here  is  Dr.  Benington  come  to  see  you  again,"  but 
she  took  no  notice,  and  it  was  some  time  before  I  could  induce 
her  either  to  speak  to  me  or  look  at  me.  She  looked  the  very 
picture  of  melancholia.  Her  husband  told  me  she  was  always 
like  that,  "  brooding,"  and  would  do  nothing  all  day  long.  I 
asked  her  chafifingly  if  she  was  pregnant  again,  and  she 
answered  to  the  effect  that  she  had  her  own  opinions  and 
would  not  speak  to  me. 

At  last,  we  got  a  neighbour  in,  and  she  was  induced  to 
allow  me  to  examine  her.  There  was  a  foul  discharge  from 
the  vagina.  The  uterus  was  displaced  backwards  ;  I  could  not 
pass  the  sound  while  the  pessary  was  in.  The  tissues  were 
somewhat  grown  round  the  instrument,  and  there  was  slight 
bleeding  on  its  extraction. 

I  ordered  her  to  use  injections  of  Condy's  fluid  for  a  couple 
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of  days.  On  July  5th,  I  replaced  the  uterus  and  put  in  another 
pessary.  She  at  once  expressed  herself  as  more  comfortable. 
I  saw  her  at  intervals  till  September  12th,  1884.  By  this  time 
she  had  become,  so  to  speak,  like  another  woman.  Her  des- 
pondency had  to  a  great  extent  vanished  ;  her  mind  was  clear, 
looking  happily  forward  to  the  future.  Marital  intercourse 
satisfactory  to  both  parties  had  taken  place,  and  she  was  taking 
an  interest  in  her  domestic  duties. 

I  saw  her  again  on  February  27th,  1885,  and  found  the 
pessary  quite  right,  and  the  uterine  axis  normal.  She  was 
then  quite  well  and  happy,  and  though  not  bright  nor  par- 
ticularly intelligent,  the  husband  said  she  was  better  than  he 
had  known  her  since  they  were  married. 

I  saw  her  again  on  September  16th,  1885,  when  her  condi- 
tion was  the  same.     I  have  not  seen  her  since. 

The  effect  of  displacements  of  the  uterus  as  a  cause  of  this 
class  of  disorder  has  frequently  been  written  of,  but  in  no  case 
on  record  have  I  been  able  to  find  so  distinct  an  account  of 
the  symptoms  and  cure  by  mere  replacement,  unless  it  be 
the  one  recorded  by  Fordyce  Barker,  in  the  Journal  of  the 
Gynaecological  Society  of  Boston,  1873.  Apart  from  its 
clinical  interest  the  case  is  interesting  from  a  medico-legal 
point  of  view,  and  makes  one  desirous  of  information  as  to  the 
uterine  condition  of  female  patients  in  general  in  our  lunatic 
asylums. 

I  fear,  however,  some  time  will  yet  elapse  before  we  shall 
have  reliable  information  on  this  point. 

Clinically  it  is  of  interest  as  showing  the  direction  of  least 
resistance  to  perverted  nervous  energy  in  this  silent,  taciturn 
woman.  The  uterus  had  evidently  been  displaced  for  some 
time,  as  indicated  by  the  symptoms  of  reflex  peripheral  irrita- 
tion, depression  of  spirits,  melancholia  and  delusions.  That 
these  symptoms  became  aggravated  at  the  menstrual  epoch, 
culminating  in  an  abortive  labour,  is  also  worthy  of  note,  and 
the  very  evident  and  immediate  relief  afforded  by  replace- 
ment of  the  displaced  organ.  Although  it  is  very  evident 
that,  owing  perhaps  to  a  little  extra  work  at  the  time  of  her 
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change  of  residence,  the  uterus  soon  took  a  backward  position 
again  (doubtless  owing  to  the  fundus  falling  behind  the  post 
bar  at  the  point  of  flexion,  yet  it  kept  the  uterus  from  again 
assuming  the  exaggerated  position  it  had  when  she  first  came 
under  notice,  and  so  kept  it  for  four  years.  The  pessary  last 
inserted  seemed  to  remedy  the  remainder  of  the  displacement. 

The  Society  then  adjourned. 
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BRITISH    GYNAECOLOGICAL   SOCIETY. 

Wednesday,  December  ii,  1889. 

FANCOURT   BARNES,  M.D.,  Vice-President,  in  the  Chair. 

Adjourned  Discussion  on  Mr.  Lawson  Tait's  Paper. 

Dr.  EDIS  observed  that  it  was  seldom  that  their  Society 
had  been  called  upon  to  listen  to  such  an  eloquent  address  as 
that  delivered  by  Mr.  Tait.  Such  a  statement,  coming  from 
one  in  such  a  singular  position  as  he  was  to  lay  down  the  law, 
was  most  valuable,  and  advanced  materially  our  knowledge 
of  the  subject.  Dr.  Edis  endorsed  the  views  expressed  by 
Mr.  Tait  and  agreed  that  only  the  most  arrogant  ignorance 
could  make  such  statements  as  those  refuted.  He  thought 
that  Mr.  Tait  deserved  well  of  the  Society  in  taking  upon 
himself  to  answer  the  question  as  he  had  done. 

Dr.  BARNES  said  that  the  address  contained  so  many 
points  deserving  of  attention  that  he  should  adhere  to  the 
order  in  which  they  arose.  The  first  point  was  that  of  intra- 
peritoneal hematocele.  He  thought  that  there  were  other 
causes  independently  of  ectopic  gestation,  though  they  might 
be  rare.  He  had  seen  one  or  two,  though  he  had  no  direct 
evidence ;  but  still  they  had  been  unable  to  find  any  evidence 
of  foetus  or  membranes  in  cases  in  which  there  had  been  large 
collections  of  blood  in  the  peritoneal  cavity,  traced  to  varicose 
veins  in  the  broad  ligament.  He  concurred  in  the  opinion 
expressed  by  Mr.  Bland  Sutton,  and  adhered  to  by  Mr.  Tait, 
that  they  ought  to  defer  classing  cases  as  of  ectopic  gestation 
until  they  found  either  the  membranes  or  the  ovum.  He  said 
that  the  ovum  undoubtedly  underwent  decomposition  and 
disintegration.  He  had  seen  this  process  going  on  and  he  had 
seen  the  remains.     He  thought  that  Mr.  Tait  had  wasted  a 
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good  deal  of  energy  upon  the  statements  contained  in  the 
anonymous  articles  in  the  Lancet,  the  writer  of  which  took  ad- 
vantage of  his  anonymity  to  put  forward  views  which  he  would 
certainly  not  dare  to  put  forward  under  his  own  name.  There 
were  topics  and  persons  which  he  would  like  to  touch  with 
respect,  but  for  many  years  the  respect  had  been  diminishing 
almost  to  a  vanishing  point.  Passing  on  to  consider  the  move- 
ment of  the  placenta,  he  said  he  was  convinced  that  the  placenta 
might  and  did  change  its  site  and  that  to  a  marked  extent. 
Some  cases  of  ectopic  gestation  could  not  be  explained  in 
any  other  way.  All  that  he  had  seen  tended  to  confirm  the 
views  he  formerly  held  on  this  subject,  viz.,  that  the  villous 
structure  of  the  chorion  spreads,  and  that  the  villi  which 
would  normally  wither  up  and  disappear  did,  under  certain 
circumstances,  graft  on  afresh  on  pastures  new.  That  was 
how  they  explained  some  cases  of  placenta  praevia.  When 
the  surface  high  up  was  unsuited,  for  any  reason,  to  receive 
the  villi,  the  growth  took  place  lower  down  and  so  the  placenta 
became  praevia.  He  pointed  out  that  at  one  period  the  whole 
of  the  circumference  of  the  chorion  was  surrounded  by  villi 
capable  of  growing  and  developing  into  placenta.  Many 
years  ago  he  had  performed  the  post-mortem  examination  of  a 
woman  who  had  died  from  haemorrhage  during  labour,  and  on 
examining  the  uterus  they  found  that  there  was  not  a  square 
inch  of  the  interior  of  the  uterus  that  was  not  covered  by  this 
villous  growth.  He  had  taken  the  preparation  to  the  College 
of  Surgeons,  but  he  was  afraid  that  it  had  not  been  preserved. 
In  that  form  of  ectopic  pregnancy  where  there  was  abdominal 
gestation  he  had  stated  years  ago  that  he  doubted  whether  it 
ever  existed  as  a  primary  condition.  He  thought  it  always 
arose  from  rupture  of  a  tube.  It  was  not  a  transplantation 
exactly,  but  a  stretching  or  extension  of  the  growth.  He 
recollected  a  case  of  rupture  of  an  ovarian  cyst.  They  were 
in  time  to  save  the  patient,  though  there  was  rupture  of  the 
cyst  and  haemorrhage.  The  tumour  was  universally  adherent 
and  consequently  there  was  a  good  deal  of  bleeding.  He 
swabbed  the  bleeding  surface  over  with  perchloride  of  iron 
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and  the  bleeding  ceased  and  the  patient  recovered.  That  was 
a  remarkable  case,  but  by  no  means  a  solitary  one.  He  said 
that,  of  course,  a  man  who  never  opened  an  abdomen  could 
never  see  those  things.  The  distinction  between  Priestley's 
"  pure  and  impure  "  hematocele  was  simply  nonsense.  He  then 
discussed  Mr.  Sutton's  views  on  the  apoplectic  ovum,  and  said 
that  he  had  studied  the  ovum  in  its  changes,  especially  the  so- 
called  apoplectic  ovum,  but  he  had  never  looked  upon  it  as 
primary.  It  was  not  at  all  necessary,  as  Mr.  Tait  had  pointed 
out,  that  there  should  be  extravasation  into  the  ovum  or 
membranes.  A  theory  that  he  had  often  dwelt  upon,  though 
there  was  no  proof  in  support  of  it,  except  that  they  might 
reason  from  analogy,  was  that  when  the  ovum  was  growing  it 
became  implanted  into  the  decidua  which  grew  with  it,  so 
that  there  was  no  bleeding.  If,  however,  the  implantation 
went  beyond  the  spot  where  there  was  a  natural  adapta- 
tion for  the  reception  of  the  villi,  then  the  delicate  vessels 
were  ruptured  and  there  was  haemorrhage.  That  was  the 
history,  he  thought,  in  many  cases  of  placenta  praevia. 
It  was,  so  to  speak,  an  ectopic  gestation.  It  was  implanted 
on  a  portion  of  the  uterus,  which  could  not  grow  so  as  to  ac- 
commodate itself,  and  a  period  came  when  the  placental 
growth  outstripped  that  of  the  uterus.  Comparing  that  with 
tubal  gestation  the  catastrophe  occurred  earlier,  because  the 
tube  was  essentially  unfitted  to  receive  the  ovum  at  all.  There 
was  rupture,  extravasation  of  blood,  and  the  tube  burst.  That 
was  the  process  that  most  often  resulted  in  apoplectic  ovum. 
The  illustration  given  by  Mr.  Tait  of  the  development  of  the 
vessels  on  a  certain  spot  was  only  in  accordance  with  the 
physiology  of  the  parts.  He  said  that  gynaecology  was  now 
opened  up  and  extended  by  surgeons,  and  the  man  who  con- 
descended to  occupy  the  degrading  position  of  obstetric  phy- 
sician to  a  hospital  with  his  eyes  bandaged  and  his  hands  tied 
behind  his  back ;  and  then  presumed  to  criticise  others  who 
went  further,  the  position  of  that  man  was  so  utterly  absurd 
that  it  ought  to  be  denounced  outright.  It  would  have  to  be 
remembered  in  the  future,  if  their  adversaries  complained  of 
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the  violence  of  their  language,  that  the  expression  of  "  ignorant 
audacity  "  was  originally  used  by  Dr.  Matthews  Duncan.  He 
said  that  no  one  had  done  more  to  obstruct  the  advance  of 
gynaecology  than  that  gentleman.  He  was  the  only  professed 
gynaecologist  in  London  who  occupied  such  a  degrading 
position  of  allowing  his  hands  to  be  tied  by  surgeons. 
Such  a  man  was  reduced  to  teaching  out  of  his  own  sub- 
jective ideas,  and  how  he  could  consent  to  do  this  he 
was  unable  to  conceive. 

Dr.  Bantock  congratulated  Mr.  Tait  upon  the  success 
with  which  he  had  overthrown  the  objections  to  his  views  on 
ectopic  gestation.  He  said  that  if  there  was  one  person  more 
than  another  to  whom  they  were  indebted  for  an  extended 
knowledge  on  this  subject  it  was  Mr.  Tait.  He  shared  in  the 
regret  expressed  by  Dr.  Barnes  that  Mr.  Tait  should  have 
wasted  time  and  energy  in  refuting  the  teaching  of  one  who, 
if  he  had  ever  been  an  advanced  student  in  gynaecology,  had 
long  since  ceased  to  be  so.  He  referred  of  course  to  Dr. 
Matthews  Duncan,  whose  views  showed  him  to  be  thirty  or 
forty  years  behind  the  age.  Unfortunately,  although  he  had 
listened  to  the  paper  with  attention,  the  reprint  had  only 
come  into  his  possession  that  very  evening,  but  there  were 
one  or  two  questions  that  came  very  prominently  before  him 
when  the  paper  was  read.  It  had  long  occurred  to  him  that 
the  use  of  the  term  haematocele  had  led  to  a  great  deal  of 
confusion.  Many  years  ago,  on  the  occasion  of  the  reading  of 
a  paper  by  their  first  president,  Dr.  Meadows,  he  had  felt  called 
to  oppose  the  views  advanced  by  the  reader  of  the  paper.  He 
had  gone  through  all  the  cases  of  Bernutz  and  Goupil,  but 
had  failed  to  find  a  single  case  of  post-mortem  examination 
in  a  case  of  what  was  called  haematocele.  Dr.  Meadows 
founded  his  paper  on  one  or  two  cases  of  rapidly  forming 
tumour  in  the  pelvis  which  projected  downwards  until  it  was 
nearly  at  the  vulvar  opening.  He  had  remarked  that  such  a 
haematocele  must  of  necessity  be  extra-peritoneal,  for  an  ex- 
traordinary distension  of  the  abdomen  would  have  been 
unavoidable  to  allow  of  such  a  thing  happening  to  an  intra- 
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peritoneal  collection  of  blood.     Yet  in  those  cases  the  tumour 
was  not  discernible  by  the  vagina.     He  had  written  a  paper  at 
the  time  which  he  often  regretted  not  having  published.     He 
had  concluded  that  it  would  obviate  much  confusion  if  the 
term  hematocele  were  abolished  or  limited  to  extra-peritoneal 
effusions   of  blood.     He   recalled    a   remarkable  case  which 
occurred  some  years   ago  which  helped   him  very  much  to 
arrive  at  a  conclusion  on  the  subject.     She  was  an  out-patient 
at  the  Samaritan   Free   Hospital,  and  there  was  very  little 
evidence  of  mischief  in  the  pelvis  or  within  the  vagina  beyond 
a  little  fixation  of  the  roof  of  the  vagina.     The  patient  died  of 
haemorrhage  into  the  peritoneal  cavity.     When  the  abdomen 
was  opened  they  found  a  large  and  characteristic  mass  of 
blood  as  high  up  as  the  splenic  and  hepatic  regions,  and  of  a 
crescentic  shape,  the  body  of  the  crescent  being  in  the  pelvis. 
It  was  evident  that  two  haemorrhages  had  occurred.    The  first 
haemorrhage  had  been  of  small  extent,  and  had  been  limited 
to  the  lower  part  of  the  abdomen  as  shown  by  the  fact  that 
all  the  structures  were  matted  together.     The  second  haemorr- 
hage had  taken  place  below  the  line  of  the  matting  together, 
and  bursting  through  the  feeble  connection  had    found    its 
way  into  the  peritoneal  cavity,  and    so  the  woman  bled  to 
death.     If  the  term  haematocele  were  retained  for  cases  of 
extra-peritoneal   collections  or,  still  better,  the  term  haema- 
toma,  they  would  get  rid  of  the  confusion.     With  reference 
to  the  views  of  those  who  maintained  that  intra-peritoneal 
haematocele  might  arise  from  a  variety  of  causes,  including 
haemorrhage  from  the  kidney  and  aneurism,  he  pointed  out 
that   in    the    haemorrhage    from    aneurism    the    result    must 
necessarily  be  an  extra-peritoneal  haematocele,  of  which  he 
mentioned  a  striking  example  in  a  case  of  aneurism  of  the 
abdominal  aorta  forming  a  retroperitoneal  haematocele.     The 
same  was  the  case  in  haemorrhage  from  the  kidney,  except  in 
the   result   of   injury.     He   thought,  therefore,   that   all    the 
evidence  pointed  to  the  causes  of  collections  of  blood  in  the 
peritoneal  cavity  being  due  in  a  large  number  of  cases  to  the 
condition  of  ectopic  gestation  and  its  rupture.     He  entirely 
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agreed  with  Mr.  Tait's  objections  to  Mr.  Bland  Sutton's  view 
as  to  the  cause  of  rupture  in  these  cases.  He  said  that 
there  was  no  evidence  that  apoplexy  of  the  ovum  occurred 
at  all.  Rupture  was  due  to  the  rapid  growth  of  the  placenta, 
the  walls  of  the  tube  being  unprepared  to  encounter  such 
rapid  distension.  With  reference  to  the  alleged  transplanta- 
tion of  the  placenta,  he  said  that  if  Mr.  Tait  meant  that  the 
placenta  at  any  time  separated  from  its  connections  alto- 
gether and  started  growing  elsewhere,  then  he  could  not 
accept  his  views  on  that  point,  for  he  believed  that  if  the 
whole  of  the  placenta  were  separated  it  was  impossible  for 
it  ever  to  become  attached  again  and  grow.  He  mentioned 
a  remarkable  case  of  abdominal  gestation,  which  was  plainly 
originally  a  case  of  tubal  gestation,  the  patient  having  escaped 
death  at  the  time  of  the  rupture  of  the  tube,  in  which  the  foetus 
went  on  to  full  time.  In  that  case  the  placenta  was  spread  out 
over  a  large  part  of  abdomen  at  the  brim  of  the  pelvis  at  one  side 
and  dipping  down  among  the  intestines  and  the  broad  liga- 
ments. His  explanation  of  this  condition  was  that  the  tube 
had  ruptured,  the  haemorrhage  not  being  enough  to  kill  the 
patient,  that  the  foetus  escaped  into  the  peritoneal  cavity,  the 
placenta  continued  to  grow,  and  by  its  growth  enlarged  the 
opening  of  the  tube  into  the  peritoneal  cavity  :  then  it  spread 
out  like  the  roots  of  a  tree,  never  once  losing  its  connection 
with  the  Fallopian  tube.  In  that  way  one  could  understand 
how  the  placenta  could  grow  in  every  direction,  implanting 
its  roots  and  preserving  the  vitality  of  the  infant. 

Mr.  O'CALLAGHAN  said  that  he  for  one  could  not  under- 
stand the  idiocy  with  which  certain  gynaecologists  treated  the 
subject  of  ectopic  gestation.  He  had  followed  Mr.  Tait's 
cases  almost  from  the  beginning,  and  had  read  carefully  the 
discussions  thereon  in  the  journals.  He  did  not  know 
whether  it  was  stupidity  or  ignorance  that  led  men  to  believe 
that  those  cases  of  ectopic  gestation  would  get  well  without 
operation.  A  leading  Dublin  gynaecologist  had  said  to  him 
the  other  day  that  all  would  recover  if  left  alone,  and  that 
there  was   no   such   thing  as  fatal  intra-peritoneal   rupture. 
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That  this  did  occur,  however,  they  might  sec  for  themselves. 
He  was  sorry  that  those  who  entertained  these  views  did  not 
sec  the  last  case  of  the  kind  upon  which  Mr.  Tait  had 
operated.  When  the  woman  was  brought  in  she  was  in  a 
state  of  absolute  collapse,  quite  pulseless  and  blanched ;  the 
abdomen  was  distended.  When  the  peritoneum  was  laid 
bare  it  bulged  out,  and  immediately  it  was  incised  the  flow 
of  blood  was  like  the  jet  of  a  hydrant.  In  a  minute  Mr.  Tait 
had  tied  the  bleeding  appendage,  and  had  removed  the 
gestation,  and  after  all  this  flow  of  blood  he  still  had  to 
remove  quarts  of  tarry  fluid.  At  that  time  /  thought  the 
woman  was  dead,  but  the  operation  was  carried  out,  and 
ultimately  the  woman  recovered.  He  thought  that  this  case 
afforded  sufficient  proof  of  itself  that  rupture  does  take  place 
into  the  peritoneum,  and  that  unless  operated  on  at  once 
they  would  die.  The  "  Block "  that  Matthews  Duncan  and 
others  seemed  to  stumble  upon  was  that  of  speaking  of  all 
ruptured  ectopic  gestations  as  purely  extra-peritoneal  hema- 
toceles. Several  cases  had  been  brought  before  the  Dublin 
Obstetrical  Society,  in  which  the  decidua  had  come  away,  prov- 
ing that  they  were  cases  of  ectopic  pregnancy  which  got  well 
without  operative  interference,  but  on  looking  up  the  history 
they  all  proved  to  be  positively  extra-peritoneal,  in  which 
cases,  Mr.  Tait  had  pointed  out,  no  immediate  operation  was 
necessary  or  even  desirable. 

Mr.  LAWSON  Tait,  in  reply,  thanked  the  speakers  for 
the  kindness  of  their  remarks  and  for  the  vigour  with  which 
they  had  taken  up  his  cause.  In  reference  to  Dr.  Bantock's 
remarks  that  intra-peritoneal  haemorrhage  might  occur  in- 
dependently of  rupture  of  the  pregnant  Fallopian  tube,  he 
admitted  that  this  was  possible,  and  he  even  knew  of  two 
cases  in  which  death  had  occurred  from  intra-peritoneal 
haemorrhage  alleged  to  be  due  to  other  causes  than  rupture 
of  the  tube  or  ruptured  kidney  or  liver.  One  was  a  case  of 
ruptured  varix  of  the  broad  ligament,  a  very  rare  occurrence, 
and  the  second  case  would  be  found  also  so  recorded,  under 
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the  name  of  ruptured  varix,  by  Dr.  Brouardcl.  The  case 
had,  however,  been  brought  to  him  (Mr.  Tait)  for  a  definite 
opinion,  and  it  was  satisfactorily  established  to  have  been 
a  case  of  ruptured  tubal  pregnancy.  Another  rare  cause 
was  rupture  of  an  aneurism,  but  only  of  the  caeliac  axis, 
which  could  not  strip  off  the  peritoneum  and  become  retro- 
peritoneal. Rupture  of  an  aortic  aneurism  would  neces- 
sarily be  retro-peritoneal.  Those  were  the  only  exceptions 
he  knew  of.  He  quite  agreed  with  Dr.  Bantock  in  his 
remarks  on  the  subject  of  the  term  haematocele,  and  he  re- 
gretted that  it  would  probably  remain  long  in  their  nomen- 
clature. The  word  had  been  invented  by  Nelaton,  and  it 
was  utterly  meaningless.  Some  words  ending  in  cele  had  a 
precise  pathological  meaning,  but  this  was  not  the  case  with 
the  word  haematocele.  He  thought  that  the  term  "pelvic 
haematoma,"  as  signifying  haemorrhage  into  the  broad  liga- 
ment, would  be  an  excellent  innovation.  At  present  he  was 
lost  in  amazement,  and  ultimately  amusement,  that  men  could 
not  be  made  to  see  what  an  enormous  difference  there  was 
between  effusion  of  blood  into  the  broad  ligament  and  effu- 
sion into  the  peritoneum.  The  difference  must  be  obvious  to 
the  merest  tyro  in  anatomy.  The  younger  generation  had 
taken  up  these  views  with  avidity,  but  the  older  men  seemed 
to  deny  that  there  was  such  a  thing  as  a  broad  ligament. 
He  thanked  the  Society  for  having  afforded  him  an  oppor- 
tunity of  saying  certain  things  that  had  to  be  said,  for  it  was 
impossible  to  allow  an  adept  in  an  important  medical  society 
to  pass  with  so  many  misrepresentations,  and  he  had  already 
explained  how  it  was  that  he  was  debarred  from  taking  up 
his  own  defence  there. 

In  reply  to  Dr.  Bantock's  question  as  to  transplantation 
of  the  placenta,  he  said  that  he  quite  understood  that  if  the 
placenta  ever  became  completely  detached  no  replacement 
was  possible  of  any  part  of  it.  He  mentioned  a  case  which 
recently  occurred  at  Nottingham,  in  which  they  found  the 
foetus  at  about  the  thirteenth  or  fourteenth  week  lying  among 
the  intestines.     Three  different  haemorrhages  had  taken  place, 
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and  two-thirds  of  the  placenta  was  extruded  from  the  tube, 
and  on  inspection  it  was  quite  clear  that  the  part  of  the 
placenta  outside  had  grown  rapidly,  while  the  part  inside  the 
tube  was  arrested  in  its  development.  In  picking  the  placenta 
off  the  intestines  he  saw  the  villi  being  drawn  out  of  the  holes, 
whether  old  or  new  he  could  not  of  course  say.  The  placenta 
had  inserted  itself  through  the  peritoneum  into  the  muscular 
coat,  and  they  could  see  the  little  bleeding  holes  from  which 
the  villi  had  been  pulled.  Had  he  been  a  fortnight  or  three 
weeks  later,  he  would  probably  have  found  the  whole  of  that 
extruded  portion  of  the  placenta  imbedded  upon  a  site  which 
was  perfectly  fresh.  The  process  was  the  same  as  in  the  stran- 
gulation of  an  ovarian  tumour  ;  first  there  was  slight  adhesion, 
and  gradually  the  ovarian  pedicle  disappears  and  the  tumour 
was  ultimately  maintained  exclusively  from  the  omentum.  So 
with  the  extruded  placenta,  which  easily  becomes  re-implanted 
or  it  might  undergo  atrophy.  The  subject  was  being  fol- 
lowed up  with  great  care  by  Dr.  Berry  Hart,  and  he  said  that 
if  anyone  had  specimens  fresh  enough  to  admit  of  this  point 
being  elucidated,  Dr.  Berry  Hart  would  be  glad  to  have  an 
opportunity  of  examining  them,  and  it  would  help  to  advance 
their  knowledge  on  the  subject.  At  present  he  asked  the 
Society  to  accept  a  theoretical  explanation  based  on  observed 
facts.  He  hoped  they  would  shortly  be  able  to  give  a  com- 
plete explanation  of  the  nature  of  the  movements  of  the 
placenta.  This  movement  could  not  properly  be  called 
transplantation,  but  was  rather  what  gardeners  called  "  layer- 
ing." Sections  prepared  by  Dr.  Berry  Hart  showed  that  in 
some  cases  the  placenta  had  moved  over  an  area  of  as  much 
as  eight  or  ten  inches. 

Dr.  BANTOCK  said  the  word  transplantation  was  an  un- 
fortunate one,  as  it  suggested  a  total  separation. 

Dr.  BUER  suggested  "  progressive  transplantation "  or 
"  partial  transplantation." 

Dr.  Fenton  suggested  that  one  explanation  of  the  move- 
ment of  the  placenta  might  be  found  in  the  mobility  of  the 
parts,  with  which  it  was  so  apt  to  contract  adhesions — the  in- 
testines, for  example. 
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Adjourned  Discussion  on  a  Case  of  Insanity  Cured  by  Pessary. 
Dr.  Edis  mentioned  the  case  of  a  patient  who  some  years 
ago  had  suffered  from  endometritis,  for  which  he  had  applied 
nitric  acid.  Latterly  she  had  suffered  severely  from  neu- 
ralgia, and  on  examining  her  he  found  that  there  was  partial 
atresia  of  the  cervix,  which  he  remedied  by  dilatation,  when 
the  neuralgia  disappeared,  and  had  not  since  returned.  In 
another  case  of  obstinate  pain  in  the  hepatic  region  it  turned 
out  to  be  dependent  on  some  affection  of  the  uterus.  He 
also  mentioned  the  case  of  a  clergyman's  wife  whom  he  had 
been  requested  to  examine,  while  in  an  asylum  for  insanity 
consequent  on  puerperal  mania.  He  had  found  an  acutely 
retroflected  uterus,  the  reposition  of  which  was  the  signal  for 
the  commencement  of  an  improvement  which  culminated  in 
her  return  to  the  ordinary  duties  of  life.  He  said  he  could 
quote  hundreds  of  cases  in  which  violent  excitement  charac- 
terised the  advent  of  the  menstrual  epoch.  He  pointed  out 
that  a  large  number  of  reflex  neuroses  in  connection  with  the 
throat,  the  eyes,  the  stomach,  &c,  had  their  point  de  depart  in 
the  uterus. 

Dr.  BARNES  said  that  these  inter-relations  were  a  common 
experience  of  everyday  life.  The  same  thing  had  happened 
to  him  more  than  once.  One  woman  had  remained  four  years 
in  a  private  asylum  without  any  improvement  taking  place, 
when  he  had  examined  her,  and  had  replaced  an  acutely  retro- 
flexed  uterus,  after  which  she  was  soon  enabled  to  leave  the 
institution,  and  had  remained  in  good  health  ever  since.  He 
asked  why  it  was  that  crowds  of  women  should  be  deprived 
of  the  benefits  of  gynaecological  science  when  in  asylums. 
He  said  that,  of  course,  no  one  would  pretend  that  all  cases 
of  insanity  were  due  to  uterine  disorders,  but  even  where  it 
was  unassociated  with  the  cause  of  the  insanity,  treatment 
would  often  add  materially  to  their  comfort.  He  thought 
that  a  systematic  examination  ought  to  be  made  of  the 
genital  organs  of  the  inmates  of  asylums  by  men  specially 
trained,  for  a  good  deal  of  avoidable  suffering  might  thereby 
be  relieved. 

VOL.  V.— NO.  20.  32 
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'  ALtiology  of  Vesical  Gayigrenc. 
By  F.  W.  NlCOL  Haultain,  M.D.,  F.R.C.P.Edin. 

SLOUGHING  of  the  bladder  wall,  though  rare,  has  been  the 
subject  of  much  interest  and  debate  in  medical  circles  since 
so  early  a  period  as  the  seventeenth  century,  and  even  at  the 
present  time  great  differences  of  opinion  seem  to  exist,  both 
in  regard  to  its  pathological  appearances  and  its  aetiology. 

Thus,  having  had  the  exceptional  opportunity  of  meeting 
with  two  examples  of  the  lesion,  I  thought  it  might  interest 
the  Fellows  of  the  Society  if  I  brought  before  them  a  few 
observations  upon  this  rare  and  interesting  condition. 

From  the  title  of  this  contribution  it  may,  perhaps,  be  sup- 
posed that  the  subject  hardly  fails  to  be  brought  up  at  a 
gynaecological  society,  but  if  a  glance  be  given  at  the  table 
which  I  have  put  in  your  hands  I  think  it  will  be  evident  how 
closely  this  lesion  is  connected  with  this  special  branch  of 
medicine,  fifty-one  of  the  fifty-six  cases  which  I  have  been 
able  to  collect  having  been  distinctly  stated  to  have  been 
associated  with  either  an  abnormal  condition  of  the  female 
pelvic  organs  or  with  labour. 

I  will  not  occupy  the  time  of  the  Society  by  going  into  any 
great  clinical  details  of  my  cases.  Both  were  women  suffering 
from  incarcerated  retroposition  of  the  gravid  uterus,  with  re- 
tention of  urine,  which  had  lasted  for  about  a  month,  and  in 
whom  the  bladder  was  enormously  distended,  reaching  to  a 
level  higher  than  the  umbilicus.* 

In  the  one  case  (a)  the  patient  died  of  exhaustion  before 
reposition  of  the  uterus  could  be  attempted,  and  only  twelve 
hours  after  the  retention  of  urine  had  been  relieved  by  the 
withdrawal  of  no  ounces  of  porter-coloured,  offensive  urine. 
By  this  means  I  was  enabled  to  remove  and  examine  the 
entire  bladder  post-mortem. 

In  the  other  case  (b),  after  the  withdrawal  of  about  100 

*  See  Laboratory  Reports,  College  oi  Physicians,  Edin.,  vol.  ii. 
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ounces  of  similarly  offensive  urine,  the  uterus  was  with  diffi- 
culty replaced,  and  abortion  took  place  the  following  day.  After 
over  a  month's  urinary  incontinence,  she  suddenly  was  again 
seized  with  complete  retention  which  lasted  for  four  days, 
the  distended  bladder  again  forming  an  abdominal  tumour 
which  reached  to  the  level  of  the  umbilicus.  On  this  occasion 
the  retention  was  found  to  be  caused  by  a  large  membranous 
mass  which  protruded  from  the  orifice  of  the  urethra,  on  the 
removal  of  which  incontinence  was  again  established.  The 
patient  is  at  present  in  excellent  health,  her  only  trouble 
being  complete  urinary  incontinence. 

On  examination  of  the  exfoliated  sac  (a  portion  of  which 
I  now  show)  it  was  found  to  measure  fourteen  by  seven  and 
a-half  inches  at  its  greatest  diameters,  and  was  from  one-fifth 
to  an  eighth  of  an  inch  in  thickness.  Its  external  surface, 
with  the  exception  of  a  smooth,  white  portion  one  and  a-half 
inches  square,  was  rough,  brown,  and  soft,  while  the  internal 
surface  was  hard  and  gritty  like  sandpaper,  due  to  the  deposi- 
tion of  urinary  salts. 

Microscopically  at  all  parts  three  layers  could  be  made 

out — viz. : 

1.  Crystalline  granular  layer 

2.  Transverse  muscular     „ 

3.  Longitudinal  muscular  „ 

while,  at  the  smooth  white  portion  already  mentioned,  two 
layers  were  superadded— viz.,  an  old  connective  tissue  layer 
(peritoneum)  and  a  new  connective  tissue  layer.  The  cellular 
elements  of  all  the  layers  (with  the  exception  of  the  new  con- 
nective tissue)  were  in  a  state  of  advanced  degeneration,  and 
the  blood  vessels  throughout  the  entire  thickness  were  dilated 
engorged  and  degenerated,  while  surrounding  them  were 
everywhere  evidences  of  cellular  exudation  and  broken-down 

haemorrhages. 

The  exfoliated  sac  then  was  nothing  more  nor  less  than 
the  entire  thickness  of  the  bladder  wall,  and  a  small  portion 
of  the  peritoneal  covering,  in  a  state  of  far  advanced  degene- 
ration. 
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Fig.  i.— Micrograph    of   section   through   entire  thickness  of  bladder 
exfoliation  ;   x  12. 


Fig.  2. — Micrograph  of  section  through  smooth  white  portion  of  bladder 
exfoliation  shewing  (A)  longitudinal  muscular,  (B)  Peritoneal, 
and  (C)  new  connective  tissue  layers  ;   x  100. 
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Microscopic  examination  of  the  bladder  wall  from  Case 
a  showed  it  to  be  in  a  similar,  though  not  so  advanced,  state 
of  degeneration  as  the  specimen  just  described.  In  it  the 
muscular  fibres  were  swollen  and  without  nuclei,  the  blood- 
vessels were  dilated  and  engorged,  and  the  tissue  generally 
was  densely  infiltrated  with  cellular  exudation.  One  or  two 
of  the  vessels  in  the  sub-serous  layer  were,  however,  filled 
with  absolutely  fresh  blood  corpuscles,  while  in  this  layer  also 
were  a  few  fresh  haemorrhagic  foci — a  point  of  much  interest 
to  be  afterwards  noted. 

Evidently  then,  the  lesion  of  the  bladder  wall  in  the  two 
cases  is  identical — viz.,  gangrene.  In  b,  however,  the  process 
is  more  advanced,  as  one  would  expect  from  the  history  of  the 
cases,  the  entire  thickness  of  the  bladder  wall  (as  is  natural  in 
examples  of  tissue  death)  having  been  cast  off  as  a  slough. 

In  a,  had  death  from  exhaustion  not  supervened,  and  had 
the  incarcerated  uterus  been  replaced,  I  have  not  the  least 
doubt  but  that  a  similar  exfoliation  would  eventually  have 
taken  place. 

Examples  of  cases  similar  to  these  mentioned  have  been 
recorded  in  considerable  number,  as  will  be  seen  from  the 
accompanying  tables,  but,  unfortunately,  details  as  to  the 
structure  of  the  bladder  wall  have  been  rarely  noted.  The 
cases  of  Madurowicz,  Schatz  and  Krukenberg  are,  however, 
notable  exceptions.  In  all  cases  in  which  the  detailed  struc- 
ture has  been  recorded,  an  almost  uniform  condition  to  that 
which  I  have  described  in  my  cases  has  been  met  with,  viz., 
a  degenerated  and  infiltrated  condition  of  the  tissues  affected, 
associated  with  dilatation  and  engorgement  of  the  blood 
vessels  and  haemorrhagic  foci. 

Curiously  enough,  although  observers  like  Wells,  Maun- 
ders, Frankenhauser  and  others  have  described  cases  of 
exfoliation,  in  which  the  entire  thickness  of  the  bladder  wall 
has  been  shown  to  be  present,  they  have  named  the  lesion 
one  of  "  exfoliation  of  the  mucous  membrane  of  the  bladder," 
surely  a  by  no  means  sufficiently  inclusive  title.  Even  authors 
of  gynaecological  text-books  give  only  passing  reference  to  the 
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condition  as  one  of  croupous  or  pseudo-membranous  cystitis. 
No  doubt  the  disease  is,  in  some  cases  limited  to  the  mucous 
and  sub-mucous  coats,  and  in  other  cases  there  is  met  with 
a  condition  of  croupous  exudation  on  the  surface  of  the 
mucous  membrane,  in  both  of  which  conditions  the  diseased 
tissues  are  shed/rr  urethral*  ;  yet  to  designate  a  condition,  in 
which  there  has  been  shed  the  entire  thickness  of  the  bladder 
wall  with  a  portion  of  the  peritoneum,  by  any  of  the  above 
titles  is,  I  think,  to  say  the  least  of  it,  misleading.  A  more 
inclusive  title,  such  as  "  exfoliative  necrosis  of  the  bladder," 
might  therefore  be  adopted  with  advantage. 

The  cause  of  this  interesting  lesion  has  been  the  source  of 
much  variety  of  opinion  of  rather  a  speculative  nature.  Some 
of  the  most  commonly  advanced  theories  may  be  quoted,  viz. : 

(i)  Acute  inflammation  from  the  irritating  action  of 
retained  decomposing  urine. 

(2)  The  unequal  elasticity  of  the  various  coats  of  the 
bladder,  causing  tearing  when  the  organ  is  over  distended. 

(3)  Direct  pressure  of  the  retained  urine  upon  the  bladder 
wall,  arresting  the  circulation  through  the  organ. 

(4)  Interference  with  the  arterial  supply  of  the  organ. 
The  first  three,  I  think,  may  be  at  once  put  aside,  when, 

by  a  glance  at  the  table,  it  will  be  seen  that  retention  of 
urine  has  not  been  present  in  all  cases,  as  exampled  by  those 
of  Wells,  Boldt  and  Mauer,  while  the  fourth  theory  (Pinard 
and  Varnier's)  I  think  I  will  later  be  able  to  prove  to  be  also 
inapplicable  to  all  cases. 

To  what,  then,  can  we  look  as  a  cause  which  can  be  shown 
to  have  existed  in  all  cases  ?  I  think  there  is  only  one,  viz., 
interference  with  the  circulation. 

To  arrive  at  any  conclusion  on  this  point  it  will  be  neces- 
sary to  consider  firstly  the  normal  circulation  of  the  bladder, 
and  secondly,  in  what  class  of  cases  the  lesion  has  been  met 
with.  By  this  means  we  shall  be  enabled  to  ascertain  if  there 
be  any  conditions  present  which  can  account  for  an  inter- 
ference with  the  blood  supply. 

As  regards  the  circulation  I  do  not  intend  to  go  into  great 
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detail.  I  should  like,  however,  to  draw  attention  to  a  most 
important  fact,  viz.,  that  the  entire  circulation  of  the  bladder, 
arterial  and  venous,  passes  through  vessels  situated  at  the  base 
and  neck,  i.e.,  the  fixed  portion  of  the  organ — there  being  no 
collateral  supply  as  met  with  in  the  uterus.  M.  Gillette*  in  a 
most  exhaustive  manner  has  described  the  veins  of  the 
bladder,  and  to  his  work  I  must  refer  if  details  be  wanted. 
With  regard  to  the  arterial  supply,  it  is  entirely  conducted 
through  the  superior,  middle  and  inferior  vesical  arteries,  all  of 
which  reach  the  bladder  at  its  neck.  From  this  peculiar  dis- 
position of  the  blood  vessels  it  will  be  evident  how  compara- 
tively easy  it  would  be  to  arrest  the  circulation  of  the  organ 
by  localised  pressure  at  the  base  and  neck. 

In  considering  the  class  of  cases  in  which  this  lesion  has 
been  met  with  it  will  be  seen  from  the  table  that  all  have  been 
associated  with  one  of  two  conditions  : — 
(a)  Retention  of  urine,  or 
{b)  Labour. 
In  some  of  them  both  have  been  present. 

In  the  large  majority  of  cases  in  which  the  retention  of 
urine  has  been  independent  of  labour,  it  has  been  caused  by 
retroposition  of  the  gravid  uterus,  viz.,  in  thirty-three  out  of 
the  fifty-three  cases  met  with  in  females. 

To  these  two  conditions,  then  (retention  of  urine  and 
labour),  must  we  look  for  the  cause  of  arrest  of  the  circulation. 

That  retention  of  urine  alone  is  sufficient  to  cause  a  state  of 
necrosis  of  the  bladder  wall  (as  met  with  in  the  cases  described) 
had  been  shown  by  May  of  Giessen.t  He,  by  a  series  of 
experiments  upon  dogs,  in  which  he  caused  complete  urinary 
retention  by  the  introduction  of  tents  into  their  urethras, 
found  an  exactly  similar  state  of  the  bladder  wall  was  pro- 
duced to  what  I  have  described,  viz.,  extensive  cellular 
exudation,  and  haemorrhages,  throughout  the  entire  wall,  fol- 
lowed by  coagulative  necrosis,  evidence  of  extreme  congestion. 


*  "  Sur  les  Veines  de  la  Vessie." 
t  Inaugural  Dissertation.     Giessen,  1869. 
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Section  C— GANGRENE  OF  BLADDER  WITH   EXFOLIATION   IN   FEMALES. 


Name. 

Cause. 

15 

Tulpius 

16 

Martyn 

Labour,  second  stage 

Wells 

Labour  13J  hours.     Retention  of  urine 

iS 

•Wells 

Difficult  labour.     Forceps 

■9 

Whitehead 

Impacted  in  pelvis,  retention.     Before  labour  big  head 

20 

Godson 

Retroposition  gravid  retention 

21 

Barnes 

Prolonged  labour 

Phillip 

Difficult  labour 

23 

Wardell 

Retroposition  gravid  and  retention 

24 

Schatz 

Do.                            do. 

25 

Moldenhauer 

Do.                            do. 

26 

Frankenhauser 

Do.                            do. 

27 

Luschka 

Do.                            do. 

28 

Brandeis 

Do.                            do. 

29 

Bell 

Labour 

3° 

Maunder 

Retroposition  gravid  and  retention 

31 

Zeitfuchs 

Retroposition  twins  and  retention 

32 

Whittich 

Retroposition  gravid  and  retention 

33 

Haussmann 

Do.                               do. 

34 

Madurowicz 

Do.                              do. 

3S 

Hurry 

Do.                            do. 

30 

Hewitt 

Difficult  labour 

37 

Aveling 

Difficult  labour.     Prim. 

38 

Pinard 

Retroposition  gravid  and  retention 

39 

•Boldt 

Normal  labour.     Prim. 

40 

Haultain 

Retroposition  gravid  and  retention 

41 

Walters 

Do.                              do. 

42 

Baynham 

Do.                               do. 

43 

Lever 

Retention  of  Urine 

44 

Univ.  College  Spec. 

Difficult  labour ;  forceps 

tf 

*Mauer 

Difficult  labour  ;  craniotomy,  no  retention 

46 

Doran 

Difficult  labour  ;  large  fcetus,  retention 

47 

Ritter 

Gravid  retroposition  and  retention 

48 

Klein 

Do.                           do. 

49 

I.<  maire 
L-ubanl 

Retention  of  urine  and  typhoid  fever 

5° 

Retention  of  urine 

M 

Rosenplanter 

Gravid  retroversion  and  retention 

52 

May 

Do.                          do. 

Length  of 
Pressure. 


Time  of 

Exfoliation. 


12  hours 

31st  day 

[3  hours 

Found  p.m. 

At  least  a  month 

10  days  at  least 

During  labour 

About  24  days 

41  days 

17  days  after 

30  days 

30  days  after 

1  month 

Found  p.m. 

24  days 

Do. 

II  days 

28  days  after 

33  days 

Found  p.m. 

5  days 

18  days 

About  14  days 

27  days 

21  days 

39  days 

21  days 

35  days 

Found  P.M. 

14  days 

26  days 

60  days 

4  days 

10  days 

4  weeks 

6  weeks 

6  weeks 

4  days 

16  days 

20  days 

9  days 

16  days 

16  days 

Found  P.M. 

Do. 

Do. 

? 

? 

About  a  month 

Found  P.M. 

Structure  of  Shed  Sac. 


Membrane  with  crystals  on  surface 

Mucosa,  submucosa,  some  muscle,  granular  crystals 

Mucosa,  submucosa  ;  fatty  degenerated  muscle 

Entire  coat,  at  parts  also  serous 

Mucous,  submucous,  and  muscle 


Crystalline  mucous  and  submucous  muscle  ;  muscle  £Eth  inch 
thick  ;  also  layer  of  fat  detritus  and  hemorrhages  externally 
Total  mucosa  with  some  of  the  muscle 

The  greater  part  of  bladder  wall  with  fragment  of  peritoneum 
Mucosa  and  submucosa,  with  crystals  and  dilated  vessels 
Portion  of  mucosa 


Almost  entire  bladder 


Mucosa  with  a  "  portion  of  muscular  structure  " 

Mucosa 

Entire  thickness  of  bladder  with  portion  of  peritoneum 

No  muscle 


Mucosa  ;  no  muscle 

Mucosa  and  muscle 

Mucosa  and  muscular  fibres 

Entire  bladder  with  portion  of  serous  coat 


Mucosa 

Mucosa,  muscularis 
Mucosa,  submucosa  and  muscularis 
Mucosa,  submucosa 
Mucosa,  submucosa,  and  muscularis 
Mucosa,  submucosa 
Mucosa,  submucosa,  and  muscularis 
Mucosa  ;  no  microscopical  examination 
Mucosa  and  muscularis 
Mucosa  and  submucosa 
Do.  do. 


Result. 


Recovery 

Recovery  ;  retains  urine  I  hour 

Death 

Recovery  ;  retains  urine  2  hours 

Recovery 

Recovery  ;  retained  urine  15  minutes 

Recovery  ;  limited  power  of  retention 

Recovery  ;  complete  incontinence 

Recovery 

Death 

Death 

Recovery 

Death 

Recovery 

Recovery 

Recovery  with  continuance  of  bladder  trouble 

Recovery  ;  pregnancy  concluded 

Recovery  with  weakness  of  bladder 

Recovery 

Recovery 

Recovery  with  incontinence 

Recovery 

Recovery  with  incontinence 

Death 

Death 

Recovery  with  complete  incontinence 

Recovery 

Recovery 

Recovery 

Recovery  with  incontinence 

Recovery 

Recovery 

Recovery  with  incontinence 

Death 

Death 

Death 

Recovery 

Death 


Reference. 


do.       p. 
do. 

140 
do. 

871,  p.  432. 
do. 

11,  p.  186. 

Observ.  Medicae,  Lugduric  Balavorum,  1716. 
Path.  Trans.,  London,  1863,  Vol.  XV.,  p.  137. 

Do.  do. 

Do.  do. 

Brit.  Med.  Jour.,  Vol.  II. 

Do.  do. 

Medical  Times,  Vol.  I.,  I 
Brit.  Med.  Jour.,  1871. 

Do.  do. 

Archiv.  fur  Gynrecologie,  Vol.  I.,  p.  469. 

Do.  do.         Vol.  VI.,  p.  108. 

Do.  do.  do.       p.  77. 

Virchow's  Archiv.,  1854,  p.  30. 
Archiv.  fiir  Gynsecologie,  Vol.  VII. 
Edin.  Med.  Jour.,  1875. 

Med.  Times  and  Gazette,  Vol.  II.,  1863,  p.  522. 
Siebold's,  J.,  fur  Geburtshulfe,  1833. 

Neue  Zeitschrift  fiir  Geburtsheilkunde,  1847,  Vol.  XXIII.,  p.  98. 
Monatschrift  fiir  Geburtsheilkunde,  1868,  Vol.  XXXI.,  p.  132. 
Wiener  Med.  Wochenschrift,  1877,  Nos.  2  and  3. 
Edin.  Med.  Jour.  1844,  p.  1000. 
Obstet.  Trans.,  1S83. 
Obstet.  Trans.,  London,  18S3. 
Annales  de  Gynsecologie  et  d'Obstet,  1S86. 
Am.  Jour,  of  Obstet.,  18S8. 
Case  B. 
Obstet.  Trans. 

Edin.  Med.  and  Surg.  Jour.,  1830,  Vol.  XXXIII.,  p.  156. 
Guy's  Hospital  Rep.,  1852. 
Museum,  University  College  Spec. ,  1466. 
Thesis,  Berlin,  188. 
Obstetrical  Trans.,  London,  1SS1. 
Vierteljahrshrift  fur  Heilkunde,  Prague,  1SS4,  p.  37. 
Inaugural  Dissertation,  Berlin,  18S0. 
Bull.  Sue.  Anatomique,  1S63,  p.  456. 

Do.  do.  1877,  p.  291. 

Inaugural  Dissertation,  Dorpat,  1S56. 

Do.,  Giessen,  i860. 


5-1 
55 
56 


No  retention  of  urine  specifically  stated. 


Section  D.— GANGRENE  OF  BLADDER  WITH   EXF 


Krukenberg 


Gravid  retroposition  and  retention 


18  days 


37th  day 


Mucosa,  entire  muscularis,  and  a  large 


AND  PERFORATION. 


Rupture  47th  day.     Death 


Archiv.  fiir  Gynsecologie,  18S.2,  Vol.  XIX. 


Section  E.— NECROSIS  OF  BLADDER  WITH   EXFOLIATION   IN   MALES. 


Lee 

Wilks 

Liston 


Abscess  at  neck  of  bladder  and  retention 
Myelitis ;  retention 
Accident  ;  retention 


Found  P.M. 
Do. 
Do. 


Mucosa  and  portion  of  muscularis,  epithelium 
Mucosa 
Do. 


Rupture.     Death 

Death 

Death 


Path.  Trans.,  Vol.  XV,  p.  136. 

Path.  Trans.,  Load.,  1S63,  Vol.  XV.,  p.  38. 

Spec.  1930,  Surgeons'  Museum,  London. 
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The  haemorrhages,  he  has  also  shown,  were  especially  abundant 
in  the  mucous  and  sub-mucous  layers  and  at  the  apex  of  the 
organ. 

This  congestion  has  been  attributed  to  be  due  to  the  direct 
pressure  of  the  retained  urine  upon  the  vesical  wall,  an  ex- 
planation with  which  I  am  not  prepared  to  agree ;  firstly, 
because  direct  pressure  on  the  wall  would  tend  to  cause 
anaemia  rather  than  congestion,  and  secondly,  there  is  little  or 
no  counter  pressure  to  be  met  with  at  the  body  and  apex  of 
the  organ,  and  thus  compression  must  be  absent. 

What  seems  to  me  a  more  likely  explanation  is  that  the 
pressure  from  the  retained  urine  would  act  upon  the  base  and 
neck  of  the  organ  where  it  is  fixed  and  where  external  counter 
pressure  would  thus  be  met  with.  By  this  means,  therefore, 
the  veins,  which  all  pass  through  this  portion,  would  be  con- 
stricted, and  the  circulation  become  arrested,  giving  rise  to  the 
congestion  of  the  organ  met  with. 

That  the  veins  should  primarily  be  affected  requires  little 
explanation : — 

Firstly,  from  their  want  of  resiliency. 

Secondly,  from  their  absence  of  blood  pressure,  and 

Thirdly,  from  their  superficial  situation. 

From  the  blockage  of  the  veins  at  the  neck  and  base  of 
the  organ,  it  will  be  evident  how  we  have  set  up  a  congested 
state  of  its  walls  associated  with  fibrous  exudation  and 
haemorrhages  and  terminating  in  necrosis — a  seemingly 
satisfactory  explanation  of  the  cause  in  the  cases  described. 

That  the  lesion  is  caused  from  compression  of  the  arteries 
by  the  incarcerated  retroversion,  a  theory  advanced  by  Pinard 
and  Varnier,  is,  I  think,  negatived  by  the  fact  (as  shown  in  the 
drawing)  that  in  specimen  from  case  a,  there  are  in  the  sub- 
serous layer  recent  haemorrhages  and  a  few  vessels  filled  with 
fresh  blood,  evidences  of  a  return  of  the  circulation  after  the 
bladder  had  been  emptied,  although  the  retroposed  uterus 
remained  in  situ. 

With  regard  to  those  cases  which  occurred  after  labour, 
although  no  retention  of  urine  was  ever  present,  blockage  of 
VOL.  V. — NO.  20.  33 
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the  circulation  of  the  bladder  can  be  accounted  for  by  the 
compression  of  the  lower  part  of  that  organ  between  the  fetal 
head  and  bony  pelvis.  By  this  means,  not  only  the  veins  but 
the  arteries  specially  will  be  compressed,  and  a  state  of  total 
anaemia  of  the  organ  result. 

As  a  consequence  of  this  anaemia,  changes  will  occur  in  the 
vessel  walls,  which,  upon  the  re-establishment  of  the  circulation, 
will  allow  of  serious  exudation,  diapedesis  and  haemorrhages, 
followed  by  subsequent  coagulation,  degeneration  and  death 
of  the  tissues  involved. 

That  this  is  no  mere  theory,  the  experiments  of  Heubner 
of  Leipzic  prove.*  He,  recognising  the  peculiarity  of  the 
vesical  circulation  {i.e.,  its  want  of  collateral  blood  supply), 
was  enabled,  by  tying  a  ligature  round  its  neck  (in  rabbits) 
to  entirely  arrest  the  circulation  through  the  organ.  Upon 
allowing  the  circulation  to  continue,  after  an  interval  of  only 
two  hours'  stoppage,  he  found,  in  the  course  of  a  few  days,  the 
bladder  wall  to  be  in  a  state  of  coagulative  necrosis,  the  result 
of  congestion,  exosmosis  and  diapedesis. 

From  the  above,  therefore,  it  will  be  evident  we  have  an 
explanation  sufficient  to  account  for  the  gangrene  in  all  cases 
viz.,  arrest  of  the  circulation  from  pressure  on  the  base  and 
neck  of  the  bladder. 

In  the  retention  of  urine  cases  it  is  caused  by  primary  com- 
pression of  the  veins,  and  is  thus  slow  and  passive  in  its 
production,  while  in  the  labour  cases  it  is  due  more  especially 
to  constriction  of  the  arteries,  and  is  thus  more  rapid  and 
active. 

It  will  be  noted  from  the  table  that  a  number  of  the  cases 
following  labour  have  been  associated  with  retention  of  urine. 
The  lesion  in  these  cases  is  probably  the  result  of  the  com- 
pression of  the  vesical  neck  during  labour,  the  retention  being 
only  a  sequence  resulting  from  the  serious  changes  in  the 
bladder  wall  causing  paralysis  of  the  muscular  coat.  That 
this  is  so,  is  I  think,  supported  by  the  fact  that  retention  of 

*  "  Die  Experimcntellen  Diphtheric"     Leipzic,  1813. 
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urine  is  not  immediately  manifested,  but  occurs  as  a  rule  after 
the  first  twenty-four  hours  of  the  puerperium,  that  is  after  the 
circulation  has  been  sufficiently  long  re-established  to  allow  of 
the  exudation  above  described. 

It  is  probable  that  in  a  number  of  the  cases  which  occurred 
after  labour,  no  retention  of  urine  was  present,  but  unfortu- 
nately in  those  of  Wells,  Boldt,  and  Mauer  alone  has  this 
been  specifically  stated. 

If  such,  then,  be  the  cause,  the  question  naturally  arises, 
why  is  gangrene  of  the  bladder  not  met  with  more  frequently, 
retention  of  urine  being  by  no  means  uncommon,  while 
labours  are  of  hourly  occurrence  ? 

To  this  I  can  only  say  that  the  retention  requires  to  be 
very  prolonged,  four  days  being  the  shortest  period  recorded, 
and  it  also  seems  to  be  favoured  by  the  association  of  an  im- 
pacted mass  in  the  pelvis  intimately  connected  with  the  base 
and  neck  of  the  bladder,  which  acts  primarily  as  a  point  of 
resistance  to  the  distension  of  the  organ,  and  secondarily  by 
itself  helping  to  compress  the  vessels.  (In  thirty-six  out  of 
forty-one  published  cases  a  pelvic  mass  was  present.) 

When  the  result  of  labour,  it  must  be  due  to  an  abnormal 
mechanism  whereby  the  bladder  neck  becomes  jammed  be- 
tween the  foetal  head  and  the  bony  pelvis. 

That  the  lesion  may  be  of  varying  grades  of  severity  there 
is  no  doubt  ;  in  some  cases  the  epithelial  structures  alone 
suffer,  and  are  shed  off  en  masse  so  changed  and  degenerated 
as  to  resemble  a  false  membrane ;  in  others  the  mucous  and 
sub-mucous  coats  only  participate,  also  being  so  degenerated 
that,  except  for  the  existence  of  elastic  fibres,  any  evidences  of 
the  original  structures  are  unrecognisable  ;  while  lastly,  as 
has  already  been  shown,  the  entire  thickness  of  the  bladder 
wall  may  become  affected  and  exfoliated.  All,  however,  seem 
to  be  examples  of  one  and  the  same  process,  viz.,  coagulative 
or  exudative  necrosis. 

That  a  partial  necrosis  should  be  most  frequently  met  with 
is  to  be  explained  by  the  fact  pointed  out  by  M.  Gillette  that 
the  veins  of  the  mucous  and  sub-mucous  coats  are  specially 
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numerous,  and  arc  of  extreme  delicacy.  By  this  means  their 
walls  will  become  more  easily  affected,  and  excessive  exudation 
will  more  rapidly  occur — a  point  corroborated  by  the  experi- 
ments of  May  and  Hcubncr.  Thus  from  a  blockage  of  the 
circulation  insufficient  to  cause  destruction  of  the  muscular 
coats,  we  may  have  a  condition  of  complete  necrosis  of  the 
mucous  or  sub-mucous  layers. 

Before  closing  I  should  like  merely  to  say  a  few  words  on 
the  composition  of  the  sac  which  remains  after  exfoliation  of 
the  entire  thickness  of  the  bladder  wall. 

This  is  formed  by  the  agglutination  of  the  surrounding 
structures  (such  as  the  uterus,  intestines,  abdominal  wall,  &c), 
around  the  necrosed  bladder.  From  this  agglutination  by 
inflammatory  lymph  a  secondary  sac  of  young  connective 
tissue  is  formed  and  a  line  of  demarcation  subsequently  devel- 
oped around  the  dead  tissue,  which  is  eventually  cast  off  as  a 
slough.  (See  cases  recorded  by  Krukenberg  and  others.) 
That  such  has  been  the  process  of  repair  in  case  b  accounts 
for  the  smooth  white  portion  on  the  external  surface  of  the 
exfoliated  sac,  which  was  shewn  microscopically  to  be  made 
up  of  young  connective  tissue. 

When  it  is  stated  that  this  secondary  sac  in  case  b  con- 
tained eighty-six  ounces  of  urine,  and  reached  to  the  level  of 
the  umbilicus,  little  need  be  said  to  prove  how  efficiently  it 
performs  the  function  of  a  receptacle  for  the  urine,  and  no  little 
surprise  or  admiration  can  be  withheld  from  the  reparative 
qualities  of  nature. 

The  points  of  importance  which  I  have  tried  to  bring  before 
the  Society  may  be  summarised  as  follows  : — 

ist.  That  the  lesion  is  one  of  death  of  the  bladder  coats, 
due  to  exudative  and  coagulative  changes. 

2nd.  That  the  lesion  may  be  of  varying  grades  of  severity, 
in  some  cases  the  epithelium  alone  being  affected,  in  others 
the  mucosa  and  sub-mucosa  only,  while  frequently  the  entire 
thickness  of  the  bladder  wall  is  involved. 

3rd.  That  the  lesion  has  in  all  recorded  cases  followed 
prolonged  retention  of  urine  or  labour 
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4th.  That  the  lesion  is  the  result  of  pressure  on  the  base 
and  neck  of  the  organ  causing  interference  with  the  circulation, 
the  veins  being  primarily  compressed  in  cases  of  retention  of 
urine,  while  the  arteries  are  specially  implicated  in  cases 
following  labour. 

From  what  I  have  just  mentioned  I  consider  there  are 
sufficient  grounds  for  assuming  that  I  have  brought  forward  a 
possible  factor  in  the  production  of  this  lesion,  which  is  ap- 
plicable to  all  cases,  and  which,  although  it  may  not  to  all  here 
present  appear  so  conclusively  proved  as  to  myself,  may  be  of 
assistance  in  clearing  up  the  aetiology  of  a  disease  so  interest- 
ing and  rare,  and  as  to  which  such  diversity  of  opinion  has 
existed. 

Dr.  FENTON  asked  Dr.  Haultain  whether  his  investiga- 
tions negatived  the  idea  of  the  necrosis  of  the  lining  membrane 
of  the  bladder  being  due  to  pressure  of  the  trophic  nerves, 
however  caused.  Then,  as  to  the  distension  of  the  bladder, 
he  asked  whether  the  distension  bore  on  all  the  coats  alike,  or 
whether  one  coat  was  more  strained  than  the  others.  He 
suggested  that  possibly  the  mucous  coat,  by  supporting  less 
well  the  pressure  than  the  others,  might  have  its  blood  supply 
interfered  with,  and  so  give  rise  to  these  haemorrhages. 

Dr.  EDIS  explained  that  the  author  must  not  construe  their 
silence  as  a  mark  of  want  of  interest  in  the  paper,  which,  on 
the  contrary,  was  one  of  great  interest  and  practical  value. 

Dr.  HAULTAIN,  in  reply,  said  that  none  of  his  investiga- 
tions had  led  him  to  suppose  that  the  lesions  were  due  to 
pressure  on  the  trophic  nerves.  He  said  that  the  fact  of  the 
lesion  being  sometimes  due  to  stoppage  of  the  circulation 
without  retention  of  urine,  showed  in  one  way  that  blockage 
of  the  circulation  was  one  of  the  main  factors  in  the  produc- 
tion of  the  lesions ;  also  in  every  detailed  specimen  published, 
there  were  evidences  of  extreme  congestion  of  the  bladder 
wall  which  pointed  to  arrest  in  the  circulation  being  the  main 
factor  in  the  lesion.  He  showed  a  drawing  of  a  case  in  which, 
although  the  uterus  had  not  been  moved  from  the  pelvis  and 
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the  urine  had  been  withdrawn  before  death,  there  were  signs 
of  fresh  haemorrhages  in  the  sub-serous  layer,  the  wall  being 
necrosed  and  dead.  He  said  that,  so  far  as  he  could  sec,  the 
elasticity  of  the  coats  was  the  same.  In  his  cases  the  entire 
wall  was  present. 

Dr.  Auvard,  of  Paris,  who  addressed  the  Society  in 
French,  showed  a  new  form  of  instrument  for  crushing  the 
foetal  head  in  cases  of  dystocia.  The  instrument  consisted 
of  three  branches — two  lateral  and  one  central.  The  lateral 
branches  resembled  those  of  the  classical  cephalotribc,  while 
the  central  branch  was  adapted  for  perforating  the  head. 
There  was  a  screw  which  articulated  with  one  branch  or  with 
the  other  in  order  to  effect  the  crushing.  He  then  demon- 
strated the  method  of  employing  the  instrument.  He  began 
by  introducing  the  male  branch  of  the  cranioclast,  and  then 
the  other  branch.  The  screw  was  then  turned,  and  the  head 
crushed  as  with  an  ordinary  cranioclast.  If  further  reduction  in 
size  was  required  he  then  introduced  the  third  branch,  and 
carried  the  crushing  still  further.  He  pointed  out  that  the 
instrument  had  a  double  advantage.  It  was  at  the  same 
time  a  cephalotribe  and  a  cranioclast,  both  of  which  instru- 
ments were  indispensable.  Moreover,  the  third  branch  effec- 
tually prevented  any  slipping  of  the  head  when  the  pressure 
was  applied.  He  said  he  had  used  it  experimentally  a  num- 
ber of  times,  but  only  once  on  the  living  subject,  and  on  that 
occasion  it  had  answered  admirably. 

Dr.  SOUTTER  observed  that  the  ends  were  rather  thick, 
especially  as  it  was  intended  to  be  used  when  space  was  very 
limited. 

Dr.  FENTON  said  that  at  this  time  it  was  a  bold  thing  to 
introduce  another  of  these  murderous  instruments  when 
Porro's  operation  was  daily  coming  into  more  extended  use. 

Dr.  FANCOURT  Barnes  considered  the  instrument  an 
excellent  one,  and  one  which  quite  fulfilled  the  claims  ad- 
vanced on  its  behalf. 

Dr.  Auvard,  in  reply,  observed  that  with  the  ordinary 
cephalotribe  the  head  had  a  great  tendency  to  slip,  and  it  was 
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to  counteract  that  difficulty  that  he  had  invented  this  instru- 
ment, and  no  one  who  had  been  in  the  habit  of  doing  these 
midwifery  operations  for  some  years  could  fail  to  appreciate 
it.  As  to  the  thickness  of  the  blades,  he  pointed  out  that  the 
instrument  must  of  necessity  be  possessed  of  considerable 
strength,  but  there  was  no  difficulty  in  its  introduction,  because 
it  was  introduced  by  the  side  of  the  head,  where  there  was 
usually  room  to  spare. 

Mr.  O'CALLAGHAN  admitted  that  the  instrument  was  ad- 
mirable in  its  way,  but  he  hoped  that  French  surgeons  would 
recognise  that  Porro's  operation  was  the  operation  of  the 
future. 

Dr.  Auvard  said  it  was  not  his  purpose  to  start  a  dis- 
cussion on  the  relative  merits  of  Porro's  operation  versus 
craniotomy,  but  simply  to  present  an  instrument  which  was 
better  than  the  ordinary  cranioclast. 

A  vote  of  thanks  was  then  agreed  to,  on  the  motion  of 
the  President,  to  the  Medical  Society  of  London  for  their 
kindness,  during  the  time  that  the  Society  had  met  in  their 
rooms. 

The  Society  then  adjourned. 
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REVIEW. 

Die    KrankJieiten     dcr    Frauen     Aerztcn     und    etudirenden 
Geschildert.     Von  Dr.  HEINRICH  Fritsch.  Berlin,  1889. 

This  new  edition  of  Dr.  Fritsch's  well-known  work  has 
been  improved  and  added  to,  more  especially  from  the 
therapeutical  point  of  view.  A  text-book  cannot  replace  the 
viva-vox  of  the  lecturer,  but  it  can  offer  a  description  of 
methods  of  treatment  which  the  medical  man  may  test  in 
practice.  Acting  on  this  principle,  the  author  has  developed 
and  expanded  that  branch  of  gynaecology  which  the  Ameri- 
cans describe  as  minor-gynaecology. 

He  has  only  cursorily  described  the  capital  gynaecological 
operations,  because  he  is  of  opinion  that  they  are  more  or 
less  in  a  transitory  stage  as  regards  their  surgical  position. 
He  has  figured  in  his  chapter  on  retroflexion  of  the  uterus 
two  of  the  curious  and  remarkable  figure-of-eight  pessaries  of 
Schultze  ;  but  he  neglects  to  furnish  the  reader  with  a  view 
of  the  more  simply  formed  and  effective  pessary  of  Hodge. 
We  have  never  been  able  to  appreciate  the  long  lists  of 
authors  at  the  end  of  most  of  the  chapters  in  German 
medical  works.  We  have  frequently  endeavoured  to  trace 
some  connection  between  them  and  the  preceding  chapter, 
but  in  vain.  The  work  of  Dr.  Fritsch  affords  no  exception 
to  this  rule. 
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S UMMA R  Y  OF  G  YNsECOLOG  Y,  INCL UD1NG 

OBSTETRICS. 

Batuaud  in  the  Revue  Medic  o-Chirurgicale  des  Maladies 
des  Femmes,  asks,  does  the  ablation  of  the  uterine  annexes 
prove  of  any  service  in  the  cure  of  hystero-epilepsy  ?  After 
citing  several  failures,  Dr.  Batuaud  answers  his  question  by 
stating  that  there  is  no  ground  for  hoping  for  the  cure  of 
hystero-epilepsy  by  the  ablation  of  the  tubes  and  ovaries  on 
both  sides  of  the  uterus,  however  completely  the  operation 
may  be  executed.  He  says,  in  conclusion,  that  he  does  not 
doubt  for  a  single  instant  the  good  faith  of  those  surgeons 
who  have  reported  successful  cases  of  this  kind  ;  but  he 
claims  the  right  to  receive,  with  the  greatest  reserve,  the 
ameliorations  which  they  have  noted  after  the  operation. 


THE   MONTREAL  MEDICAL  JOURNAL. 

Curetting  the  Uterus  and  the  Methods  of  Treating  the  Cavity 
afterzvards.  By  T.  JOHNSON-ALLOWAY,  M.D.,  Instruc- 
tor in  Gynaecology,  McGill  University ;  Assistant  Surgeon 
to  the  Montreal  General  Hospital ;  Gynaecologist  to  the 
Montreal  Dispensary. 

Since  specialists  no  longer  regard  curetting  the  uterine 
cavity  with  apprehension,  when  performed  by  an  experienced 
operator,  and  under  properly  chosen  circumstances,  it  is  in- 
teresting to  study  the  best  methods  of  treating  or  dressing 
the  wounded  surface  thus  deprived  of  its  endometrium. 
Included  under  this  subject  matter  I  place  those  cases  of 
uterine  disease  which  require  the  use  of  the  sharp  curette  for 
the  relief  of  abnormal  haemorrhages  in  all  their  protean  forms, 
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also  in  abortion  cases  where  much  manipulation  has  been 
necessitated,  and  the  uterine  contents  have  been  removed  with 
the  curette  and  uterine  forceps. 

Before  entering  directly  upon  the  subject  it  will  be  neces- 
sary to  say  a  few  words  regarding  the  cases  which  generally 
require  curetting,  and  the  best  kind  of  instrument  to  use. 

Menorrhagia  and  metrorrhagia  indicate  local  disease  or 
change  in  the  lining  membrane  of  the  uterine  cavity.  In 
certain  zymotic  diseases,  when  we  have  blood  change,  in- 
creased menstruation  is  not  at  all  uncommon.  This  increase 
in  the  flow  is  due  to  increased  stimulation  of  the  sexual 
organs  under  the  influence  of  these  blood  changes,  and  I  have 
no  doubt  is  often  determined  and  made  more  pronounced  by 
some  pre-existing  local  disease  of  the  endometrium.  Also 
such  conditions  as  insufficiency  of  the  cardiac  valves  or 
emphysema  will  cause  an  increase  of  flow  in  another  and 
different  way.  Metrostaxis  under  such  circumstances  does 
not  come  within  the  range  of  our  subject  and  only  requires  a 
passing  notice.  If,  however,  a  menorrhagia  should  continue 
after  the  febrile  attack  has  passed  away,  and  in  fact  seem  to 
date  from  it,  the  condition  should  be  recognised  as  one  for 
local  treatment.  This  is  self-evident,  because  we  know  that 
vitiated  conditions  of  the  blood  and  disturbances  in  the  circu- 
lation seldom  or  never  cause  prolonged  menorrhagia  except 
when  associated  with  an  already  diseased  local  condition. 
The  history  of  a  patient  will  often  point  to  a  statement  made 
to  the  effect  that  her  menorrhagia  began  with  some  illness, 
and  has  continued  more  or  less  ever  since.  In  such  a  case  we 
have  undoubtedly  a  local  disease  which  only  wanted  the 
opportunity  to  set  going  an  abnormal  function  in  the  organ 
involved. 

Coming  now  to  the  local  conditions  which  cause  menorr- 
hagia and  metrorrhagia,  we  may  classify  them  as  follows  : — 
Those  involving  disease  of  the  adnexa  and  parametral  tissues, 
and  those  involving  actual  disease  of  the  uterine  tissues 
proper.  Metrostaxis  due  to  the  former  condition  generally 
gives  relief  to  pain,  and  will  not,  as  a  rule,  return  after  the  in- 
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flammatory  lesion  has  disappeared.  It  is  therefore  better  not 
to  check  it ;  the  rest  and  associated  treatment  will  be  all  that 
is  necessary.  It  is  better  to  wait  until  the  condition  begins 
to  manifest  a  tendency  to  become  chronic  before  resorting  to 
the  curette. 

Myomatous  tumours  of  the  uterus  seldom  give  rise  to 
haemorrhage  unless  they  arc  so  situated  that  the  endometrium 
undergoes  an  extreme  change  in  its  vascularity.  Tumours 
growing  towards  the  cavity  and  not  involving  the  outer  uterine 
layers  produce  great  increased  vascularity  and  hyperplasia  of 
the  endometrium,  while  tumours  which  tend  to  grow  outwards 
and  become  sub-peritoneal  do  not  cause  any  vascular  or 
nutritive  changes  in  the  endometrium  whatever,  and  are 
therefore  not  accompanied  with  haemorrhages.  In  all  cases 
of  uterine  myoma,  accompanied  with  excessive  haemorrhage, 
it  is  advisable  to  curette  the  cavity  as  a  preliminary  step, 
instead  of  wasting  time  and  reputation  with  palliative  methods. 
A  short  time  ago  I  removed  a  long  finger-like  mucous  polyp 
from  the  uterine  cavity  of  a  patient  the  subject  of  a  medium- 
sized  interstitial  fibroid.  The  haemorrhage  ceased  almost 
immediately,  and  gave  no  further  trouble.  In  another  similar 
case  I  removed  a  so-called  placental  polypus  some  three 
inches  long.  The  patient  in  this  instance  expressed  a  desire 
to  undergo  the  recent  fashionable  treatment  by  electricity  to 
cure  the  haemorrhage  supposed  to  be  due  to  the  mural  fibroid. 
It,  however,  occurred  to  me  to  explore  the  uterine  cavity  with 
the  curette  first,  and  obtain  a  knowledge  of  its  contents,  if  any. 
The  result  was  sufficiently  satisfactory  to  require  no  further 
treatment. 

In  cases  of  haemorrhage  from  fibroids  I  would  advise  in 
every  case  where  it  is  possible  to  explore  the  cavity  and 
thoroughly  curette  the  hyperplastic  endometrium.  I  am  of 
opinion  that  this  should  first  be  done  before  resorting  to 
removal  of  the  appendages  or  hysterectomy.  In  every  case 
of  chronic  hyperplastic  endometritis  following  abortion, 
cervical  lacerations  with  sub-involution,  gonorrhoeal  inflam- 
mations, and  displacement  with  exhaustive  menorrhagia  and 
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leucorrhcea,  the  cavity  should  be  curetted  of  every  vestige  of 
diseased  endometrium  and  the  wounded  surface  treated  as 
will  be  pointed  out  further  on.  It  is  understood  that  uterine 
discharge  due  to  malignant  disease  will  not  be  considered. 
I  may,  however,  say  in  passing,  that  cancer  is  a  common  cause 
of  metrorrhagia  in  women  over  thirty-five  years  of  age,  and  I 
regret  to  acknowledge  that  there  are  still  men  high  in  the 
respect  of  their  colleagues — especially  in  England — who 
regard  menorrhagia  at  the  time  of  the  menopause  as  evidence 
of  its  normal  approach.  To  my  mind  there  is  no  more 
iniquitous  teaching,  or  one  fraught  with  more  disaster  to  our 
reputation  with  the  public.  In  my  experience  of  such  cases 
I  have  never  failed  to  find  either  malignant  disease  or  fungus 
degeneration  of  the  endometrium,  and  who  can  say  but  that 
the  menorrhagia  was,  in  fact,  a  warning  note  to  remove  the 
benign  embryo  that  the  destroying  parent  might  not  get 
vigorous  life.  Clinical  examples  have  occurred  to  most  of 
us  wherein  the  microscope  could  not  discover  evidence  of 
malignancy,  and  yet  these  patients  died  of  undoubted  cancer. 
All  physicians  should  therefore  insist  upon  examination  of 
their  patient  under  such  circumstances,  and  advise  them 
accordingly. 

A  few  words  now  about  the  kind  of  curette  to  be  used. 
In  cases  of  chronic  endometritis  there  are  three  forms  of 
curette  from  which  we  can  take  our  choice — Martin's,  Sims', 
and  Hanks.  Of  these  Martin's  is  the  one  I  give  the  prefer- 
ence to,  and  use  most  frequently.  Sims'  instrument  is  a  good 
one,  and  Hanks'  curette  is  also  serviceable,  though  somewhat 
difficult  to  introduce  should  the  cervix  be  not  dilated  suffi- 
ciently and  the  cavity  not  straight;  also,  the  shank  of  the 
instrument  is  too  flexible  and  bends  in  the  hand,  which  is  a 
bad  fault. 

In  regard  to  the  operation,  I  do  not  think  it  should  ever 
be  done  without  an  anaesthetic.  I  have  disregarded  this  pro- 
vision many  times  myself,  but  must  admit  that  there  have  been 
few  occasions  upon  which  I  did  not  feel  a  regret  that  I  had 
so  acted.     The  operation  is   never  so  perfectly  done ;   it  is 
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hurriedly  done,  and  to  say  that  the  patient  does  not  suffer 
pain  is  untrue.  I  have  known  them  to  suffer  severely,  and 
the  operation  to  be  followed  by  a  certain  amount  of  shock. 
It  is  also  unsafe  to  curette  a  uterus  without  first  freely  using 
the  powerful  steel  dilators  to  at  least  one  inch.  This  is  done 
to  ensure  good  drainage,  and  should  be  done  whether  the 
cervical  canal  seems  sufficiently  patent  or  not.  The  curetting 
should  be  continued  until  no  more  endometrium  can  be  ob- 
tained, two  or  three  minutes  being  ample  in  point  of  time. 
The  cavity  should  now  be  irrigated  with  plain  warm  water, 
after  which  we  must  decide  what  form  of  dressing  we  arc 
going  to  apply.  The  simplest  form  is  to  let  the  part  alone, 
and  return  the  patient  to  bed  ;  injection  of  iodized  phenol,  by 
means  of  a  syringe  made  for  the  purpose,  and  containing 
thirty  to  sixty  m.  of  the  fluid.  Churchill's  tincture  of  iodine 
is  sometimes  used,  but  it  is  much  more  painful  and  less  effec- 
tive than  the  iodized  phenol.  Swabbing  the  cavity  with  pure 
carbolic  acid  is  a  very  good  method,  and  has  in  my  hands 
given  good  results.  Packing  the  cavity  with  pledgets  of  cotton 
wool  impregnated  with  iodoform  is  the  method  known  as 
Vulliets'.  It  is,  however,  difficult  to  do,  is  clumsy,  and  if  the 
cavity  is  packed  too  firmly  the  procedure  will  give  rise  to 
severe  uterine  colic. 

Of  all  the  methods,  however,  of  dressing  the  uterine  cavity 
after  curetting,  which  has  proved  most  satisfactory,  is  that  of 
filling  it  carefully  with  iodoform  gauze,  and  leaving  the  end 
extruding  from  the  external  os.  The  pressure  here  exerted 
upon  the  uterine  walls  can  be  so  beautifully  and  perfectly 
graded  according  to  the  judgment  of  the  operator  that  all 
haemorrhage  is  at  once  arrested.  Tags  of  unfinished  shavings 
are  compressed  firmly  against  the  denuded  surface,  and  unite 
there.  Under  other  circumstances  these  unfinished  scrapings 
often  necrose,  and  the  base  of  the  shaving  forms  a  little  eddy 
for  retention  of  discharges  to  decompose  and  set  up  trouble. 
The  principal  locality  in  which  these  spots  of  danger  occur  is 
just  above  the  internal  os.  When  iodized  phenol  or  other 
cautery  is  applied  these  jagged  points  are  converted  into  little 
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ulcerating  pits  from  which  septic  absorption  takes  place,  cul- 
minating in  a  sharp  attack  of  pelvic  inflammation.  Every 
gynaecologist  has  experienced  such  unpleasant  results  after 
curetting  when  there  previously  existed  no  legitimate  founda- 
tion for  such  a  sequence,  and  may  be  accounted  for  in  the 
manner  I  have  described.  This  danger  will  always  exist 
with  the  injection  of  fluid  or  the  application  of  caustics  to  the 
interior  of  the  uterus,  and  should  not,  therefore,  be  made  a 
routine  practice. 

Now  that  we  are  cognisant  of  these  dangers,  we  can  see 
the  great  safety  and  therapeutic  advantage  of  filling  tightly 
the  uterine  cavity  with  a  soft  elastic  and  aseptic  material 
prepared  with  iodoform  suspended  in  paraffin.  This  material, 
prepared  by  Dyer  of  Montreal,  is  in  advance  of  every  other 
for  this  purpose.  It  can  be  left  in  for  four  or  five  days,  if  ne- 
cessary, without  the  least  fear  of  having  it  undergo  change. 
There  is  absolutely  no  drain  so  good,  and  by  its  side  pressure 
on  the  uterine  walls  all  remnants  of  undetached  membrane 
re-unite,  resulting  in  a  perfectly  smooth  cavity  surface.  The 
cases  which  are  generally  met  with  in  which  this  dressing  is 
applicable  are  : — Curetting  for  haemorrhagic  endometritis  ; 
with  Schrceder's  trachelorrhaphy;  in  bleeding  myomata;  for 
removal  of  retained  products  after  abortion,  the  method  is 
especially  satisfactory  here.  It  arrests  all  bleeding  at  once, 
secures  good  drainage,  and  induces  contraction  of  the  uterus, 
thus  favouring  rapid  involution.  In  a  case  of  this  nature  I 
saw  recently  in  consultation  with  Dr.  Gurd,  I  removed  a  large 
adherent  placental  mass.  Pregnancy  had  ceased  at  about 
the  fifth  month,  but  the  placenta  continued  to  grow  for  some 
time  afterwards.  It  was  so  firmly  adherent  that  it  became 
necessary  to  remove  it  in  very  small  fragments  with  curette 
and  forceps.  I  packed  this  uterus  to  a  fair  degree  of  pressure, 
and  on  the  second  day  I  found  the  gauze  had  all  been  ex- 
pelled and  the  uterus  reduced  in  size  with  firm  contraction. 
The  gauze  packing  is  often  expelled,  especially  in  abortion 
cases,  but  it  can  easily  be  removed  on  the  third  or  fourth  day 
by  simply  introducing  the  dressing  forceps  to  the  cervix  along 
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two  fingers  of  left  hand,  as  a  guide,  and  gently  withdrawing 
the  gauze.  No  irrigations  arc  required  after  its  withdrawal,  as 
the  vagina  is  still  aseptic,  and  will  remain  so  if  not  interfered 
with. 

A  word,  in  conclusion,  in  regard  to  the  use  of  the  sharp 
curette.  This  instrument  has  been  held  in  great  awe  for 
many  years  by  a  large  section  of  practising  physicians ;  and 
these  gentlemen  have  always  urged  the  use  of  Thomas'  dull 
wire  curette  when  an  operation  of  this  nature  was  about  to  be 
performed.  This  general  professional  impression  having  pre- 
vailed, it  seems  apparent  that  there  must  have  been  some 
good  cause  for  this  strange  aversion  to  the  instrument.  Those 
who  have  had  experience  with  it,  and  have  necessarily  become 
skilled  in  its  use,  will  see  that  the  cause  of  the  above  impres- 
sion rests  with  two  facts — first,  carelessness  or  neglect  in 
making  the  field  of  operation  absolutely  aseptic ;  second, 
unskilful  use  of  the  instrument  due  to  want  of  constant  ex- 
perience. When  we  consider  the  important  meaning  of 
these  facts,  it  is  surprising  the  little  harm  the  instrument  has 
done. 


Northumberland   and   Durham    Medical   Society's 

Transactions. 

Remarks  on  Gynaecological  Work.  By  R.  Crewdson  Ben- 
INGTON,  M.B. ;  Fellow  of  the  Obstetrical  and  British 
Gynaecological   Societies. 

It  may  seem  strange  (in  this  the  nineteenth  century)  to 
bring  such  a  paper  as  this  before  a  Medical  Society ;  but  I 
have  lately  met  so  many  men  who  appear  to  ignore  the  im- 
portance of  what  may  be  called  the  minor  diseases  of  women 
to  such  an  extent  that  I  have  been  induced  to  bring  the 
matter  forward,  with  a  view  of  elucidating  the  opinion  of 
members  on  the  subject. 

YVc  have  amongst  us  men  who  are  far-famed  for  the  treat- 
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ment  of  the  major  cases,  but  for  one  case  of  ovarian  tumour 
we  meet  with,  we  may,  if  we  look  for  them,  find  hundreds  of 
cases  of  minor  importance  as  concerns  life,  but  which,  never- 
theless, entail  a  life  of  misery  to  the  unfortunate  patient,  and 
with  which  we  can  and  ought  to  deal. 

I  can  safely  say  that,  apart  from  obstetric  cases,  when  I 
was  in  practice  every  third  woman  who  applied  to  me  was 
found,  on  questioning  her,  to  suffer  from  some  uterine  trouble. 
Let  us  look  at  the  subject  from  three  standpoints  : — 

1st.    Our  duty  to  our  patients. 

2nd.  Our  duty  to  ourselves. 

3rd.  Our  duty  to  the  public  at  large;  and  their  duty 
to  us. 

In  the  first  place,  I  think  all  will  agree  that  our  duty  to 
our  patients  consists  in  bringing  to  bear  such  knowledge  as 
experience  may  dictate,  to  enable  us  rightly  to  appreciate  the 
cause  of  their  complaint  and  to  treat  them  successfully.     Is  it 
not,  therefore,  the  duty  of  every  medical  man,  before  giving  an 
opinion  or  attempting  to  treat  a  case  of  female  disorder,  to 
satisfy  himself  before  he  does  so  as  to  the  healthy  discharge 
of  the  uterine  functions  to  the  best  of  his  abilities  ?     To  use 
an  old  simile,  if  a  patient  came  complaining  of  pain  round 
the  fauces  and  hacking  up  of  mucous,  few  men  would  pre- 
scribe a  gargle  or  medicine  without  examining  her  throat ; 
and  I  consider  it  as  unfair  to  the  patient  and  as  immoral  an 
action  to  treat  a  case  of  vaginal  discharge  and  discomfort 
without  due  investigation  as  it  would  be  to  send  the  first-men- 
tioned patient  away  without  examining  her  throat.     When 
disease  is  in  question,  we  should  put  aside  feelings  of  mock 
modesty,  and  enquire  into  and  treat  disease  of  the  genito- 
urinary tract  with  as  much  openness  and  candour  as  we  would 
an  ankle  joint. 

Secondly :  Our  duty  to  ourselves  is  to  fathom  the  condi- 
tion of  our  patients,  that  we  may  be  enabled  to  give  an 
opinion  and  treat  rightly  the  cases  which  come  before  us,  so 
as  to  reflect  credit  to  ourselves  and  the  noble  profession  to 
which  we  belong. 
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To  conduct,  an  examination  with  advantage,  a  man  must 
by  his  past  experience  be  able,  not  only  to  conduct  the  inves- 
tigations, but  be  able  to  appreciate  rightly  the  value  of  any 
slight  deviations  from  the  normal  condition. 

Lastly :  We  have  to  deal  with  the  duty  we  owe  to  the 
public,  and  the  duty  of  the  public  to  us. 

I  suppose  the  public  have  a  right  to  expect  that  we  shall, 
in  the  words  of  Lord  Chief  Justice  Tindall,  "  exercise  a  reason- 
ably fair  and  competent  degree  of  skill  "  in  our  professional 
work. 

We  have  in  our  neighbourhood  various  noble  institutions 
for  giving  medical  assistance  to  the  needy,  in  some  of  which 
doubtless  much  work  is  done  in  this  department,  but,  with  the 
exception  of  the  women's  disease  department  of  the  Newcastle 
Lying-in  Hospital,  there  is  no  special  attention  paid  to  this 
class  of  disease.  Students  as  a  body  have  not  afforded  them 
as  yet  the  opportunity  for  such  sufficient  practical  experience 
as  may  render  an  examination  of  any  value  to  them.  I  myself 
have  been  a  student  at  a  hospital  where  a  man  has  the  oppor- 
tunity of  examining  fifty  women  in  a  day ;  and  I  put  it  to  the 
members  strongly,  as  I  am  sure  I  have  found  myself  to  be  the 
truth  :  is  not  this  the  only  way  in  which  the  necessary  tactus 
eruditus  can  be  acquired  ?  Such  work  as  this  can  only  be 
done  by  centralisation.  There  is  a  universal  cry  for  education 
in  these  matters.  A  man  attends  twenty  cases  of  midwifery 
never  perhaps  examines  a  vagina  unless  in  a  state  of  advanced 
disease,  how  is  he  to  attain  that  degree  of  delicacy  of  touch 
and  dexterity  of  manipulation  which  are  necessary  for  him  to 
detect  slight  deviations  from  the  normal  ?  A  man  gets  quali- 
fied and  goes  out  into  the  world  with  his  head  full  of  obscure 
nervous  diseases,  cardiac  murmurs,  and  interesting  pathologi- 
cal curiosities — things  he  may  meet  with  a  few  times  in  his 
life — but  for  one  case  of  amyotrophic  sclerosis  or  locomotor 
ataxia  he  will  see  in  his  practice,  he  will  see  hundreds  of  suf- 
fering women  whom  it  is  within  his  power  to  alleviate  or  cure; 
and  I  appeal  to  this  great  educational  centre — are  the  students 
here  as  well  favoured  even  as   students  of  other  colleges  of 
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medicine?  Have  they  the  facilities  afforded  them  of  gaining 
such  practical  experience  in  these  matters  as  may  ensure  their 
success  in  after  life  ? 

How  many  cases  of  what  may  be  termed  the  minor 
diseases  of  women  come  for  treatment  in  our  various  in- 
stitutes ? 

The  public  institutes  of  Newcastle-upon-Tyne  draw 
patients  from  Northumberland,  Durham,  and  Cumberland, 
containing  a  population,  according  to  the  census  of  1881,  of 
1,551,991.  What  a  field  for  education,  investigation  and 
research ! 

Some  years  ago  a  gynaecological  department  was  authorised 
by  the  committee  of  the  Newcastle  Infirmary,  and  in  1885  I 
see  by  their  report  that  210  women  applied  for  relief  at  that 
department,  and  that  167  cases  were  taken  into  that  institute 
for  treatment.  It  was  closed,  for  reasons  doubtless  considered 
by  those  in  authority  as  adequate,  and  what  are  the  results  : — 

Firstly  :  The  opening  of  the  gynaecological  department  at 
the  Infirmary  withdrew  subscribers  from  the  special  depart- 
ment in  connection  with  the  Lying-in  Hospital ;  and  I  regret 
to  say  that  those  old  subscribers,  since  the  closing  of  the  de- 
partment, have  never  been  brought  back  into  the  fold. 

Secondly  :  A  lamentable  falling  off  of  these  cases  in  both 
in-  and  out-patient  departments  of  the  Infirmary,  at  which 
institute  only  eighteen  appear  to  have  been  seen  amongst  the 
out-patients,  and  132,  as  against  167  in  1885,  amongst  the  in- 
patients ;  and  now  the  pecuniary  condition  of  the  special 
department  of  the  Lying-in  Hospital  is  such,  I  am  informed, 
that  unless  something  be  done,  and  that  quickly,  it  will  have 
to  be  closed. 

Out  of  the  total  number  of  gynaecological  cases  seen  in 
this  district,  the  150  seen  at  the  Infirmary  are  alone  available 
for  educational  purposes. 

Comparisons  are  odious.  I  will  only  take  one  instance, 
that  of  the  nearest  educational  centre  to  us,  Leeds,  and  state 
that  at  the  special  department  at  the  Infirmary  there,  there 
are  about  900  fresh  cases  annually  treated  in  the  out-patient 
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department,  with  a  total  attendance  of  2,6oo,  and  176  in- 
patients. At  this  one  institute,  therefore,  they  had  1,076  cases 
available  for  educational  purposes,  against  our  150  last  year. 

Now,  let  us  look  at  it  from  a  public  point  of  view.  I  have 
said  already  that  what  may  be  termed  our  collecting  area 
comprises  a  population  of  a  million  and  a  half,  according  to 
census  of  1SS1.  On  the  same  authority,  the  population  of  the 
West  Riding  of  Yorkshire  is  2,175,314,  of  which  one  million  is 
represented  by  the  other  large  towns  exclusive  of  Leeds. 
The  population  of  Leeds  was  at  that  time  309,119,  and  I  have 
it  on  the  best  authority  that  750,000  represents  fairly  the 
population  of  Leeds  and  surrounding  neighbourhood  at  the 
present  time ;  call  it  a  million,  that  is  giving  a  fair  latitude. 
This  leaves  175,000  for  the  surrounding  population  not  in- 
cluded in  the  Parliamentary  boroughs  of  such  towns  as 
Sheffield,  with  its  Parliamentary  population  of  284,508  ;  of 
Bradford,  with  its  population  of  183,032  ;  of  Huddersfield,  with 
its  population  of  87,157,  and  various  other  towns,  all  of  which 
are  supplied  with  medical  charities,  and  in  all  of  which  such 
cases  are  treated  (if  I  had  not  confined  myself  to  nearer 
home  I  might  have  had  something  more  to  say  of  Sheffield 
with  its  Jessop  Hospital  for  Women,  with  376  in-patients  and 
2,248  out-patients).  Considering  these  facts,  I  think  we  are 
allowing  full  latitude  when  we  place  the  collecting  area  for 
the  Leeds  district  at  one  million  ;  ours  is  a  million  and  a  half. 

In  their  three  main  medical  institutes  they  treated  collec- 
tively 2,110  new  cases  last  year,  against  our  690.  That  is  just 
three  times  as  many ;  or,  to  put  it  in  other  words,  we  ought 
to  see  3,165  instead  of  690,  or  nearly  five  times  as  many  as 
we  do. 

In  the  face  of  these  statistics  I  may  fairly  ask :  How  is  it 
that  one  hears  so  little  of  disease  of  the  reproductive  organs  in 
certain  districts,  and  that  they  appear  so  plentiful  in  others  ? 
Are  such  cases  as  granular  cervix,  flexions,  disease  of  the 
tubes,  endometritis,  &c,  creatures  of  the  imaginative  powers 
of  the  physician,  or  are  they  stern  realities  ?  Are  there  any 
climatic   influences   in   the   neighbourhood  which   cause  our 
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women  to  be  exempt  from  such  complaints,  or  may  the 
apparent  want  of  attention  to  these  matters  account  in  any 
degree  for  the  high  death-rate  of  Newcastle?  I  think  we 
must  grant  that  such  cases  exist  in  like  amount  in  every  part 
of  the  country.  Is  there  greater  skill  elsewhere,  which,  by  its 
magnetic  influence,  irresistibly  draws  women  to  their  insti- 
tutes ?  Are  not  Abana  and  Pharpar,  rivers  of  Damascus, 
better  than  all  the  waters  of  Israel  ?  Am  I  not  surrounded 
by  surgeons  and  physicians  of  eminence  and  renown  ? 

We  must  seek  further  for  an  explanation.  It  is  apathy  ! 
Apathy  on  the  part  of  the  medical  profession,  engendered  by 
success  in  bygone  times ;  and  apathy  on  the  part  of  the 
general  public  from  want  of  knowledge,  which  knowledge  it  is 
our  duty  to  impart ;  and  I  call  upon  this  great  College  of 
Medicine,  and  upon  the  members  of  this  Society,  whom  I 
have  the  honour  to  address,  to  awake  from  their  lethargy,  to 
rise  to  the  exigencies  of  the  age,  and  to  bestir  themselves ; 
and  I  look  forward  to  a  time,  and  that  not  far  distant,  when 
we  shall  have  in  our  midst  a  gynaecological  department  or 
institute  second  to  none  in  the  world. 

The  points  I  wish  to  emphasise  are  these  : — First,  that 
acknowledging  uterine  ailments  to  exist,  it  is  our  duty  never 
to  shrink  from  making  a  vaginal  examination  when  we  con- 
sider it  advisable ;  and  that,  secondly,  it  is  advisable  in  all 
cases  of  obscure  pelvic  pain,  discharges  per  vaginam,  derange- 
ments of  the  menstrual  functions,  dysmenorrhcea,  and  other 
cases  presenting  conditions  which  cannot  be  definitely  diag- 
nosed by  external  manipulation,  whether  in  married  or  single 
women,  provided  that  the  conditions  cannot  be  traced  to 
other  causes. 

Thirdly  :  That  in  consequence  of  the  lack  of  centralisa- 
tion, many  suffering  women  live  a  life  of  misery  instead  of 
receiving  medical  aid,  and  a  great  amount  of  material  for 
education,  research  and  improvement  is  lost. 

Dr.  GlBSON  remarked  that  at  present  the  field  for  the 
clinical  study  of  the  diseases  special  to  women  was  a  very 
limited  one  ;  but  that  probably  at  an  early  period,  more  ample 
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hospital  provision  would  be  made   than  has   hitherto  held  in 
Newcastle  for  the  reception  and  treatment  of  such  diseases. 

Dr.  J.  A.  Jackson  i  Dr.  Bcnington  has  alluded  to  the 
fact  that  so  few  cases  of  diseases  of  women  are  available  for 
examination  by  the  Newcastle  student,  and  instanced  the 
Leeds  School,  where  the  number  of  cases  which  pass  through 
the  hospitals  is  so  much  greater.  I  shall  be  pleased  to  hear 
from  Dr.  Bcnington  that  the  Leeds  students  have  the 
advantage  of  examining  these  cases,  for  at  one  school  of 
medicine  I  can  mention,  where  there  is  no  lack  of  material, 
as  many  as  forty  cases  passing  through  the  dispensary  in  one 
day,  what  Dr.  Benington  has  called  "  mock  modesty  "  exists 
to  such  an  extent  among  the  teaching  staff,  that  the  students 
are  not  allowed,  except  by  special  leave,  and  then  only  for  a 
stated  time,  to  attend.  In  all  the  other  departments  of  this 
dispensary,  I  may  state,  no  such  restrictions  are  imposed.  It 
does  not,  therefore,  follow  that  the  number  of  cases  available 
bear  any  proportion  to  the  opportunities  of  the  students. 

Dr.  Adamson  :  I  would  suggest  that  Dr.  Benington 
should  have  addressed  this  paper  to  the  authorities  of  the 
Medical  School  rather  than  to  this  Society.  The  question  is 
one  of  difficulty,  and  I  submit  the  first  thing  is  for  the 
student  to  recognise  the  normal  and  healthy  condition  of 
the  vagina  and  generative  organs,  and  then  a  knowledge  of 
departure  from  that  condition  and  the  extent  of  it  will  soon 
follow.  But  that  is  the  difficulty.  How  are  we  to  get  women 
in  a  state  of  health,  without  some  real  or  fancied  ailment,  to 
submit  to  vaginal  examinations  by  a  number  of  students  ? 
The  importance  of  the  subject  no  one  can  doubt,  and  each 
member  of  this  Society  would  be  glad  if  means  could  be 
found  by  which  students  would  have  opportunities  of  acquir- 
ing the  necessary  knowledge  ;  but  I  very  much  fear  the 
attempt  to  carry  out  the  suggestions  of  Dr.  Benington 
would  probably  be  followed  by  failure. 

The   President,  Drs.  Galloway  and  Mantle,  also 
made  remarks  on  the  paper,  and  Dr.  Benington  replied. 
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Two  Interesting  Questions  in  Gyncecic  Surgery,  Illustrated  by 
Cases.  By  T.  JOHNSON-ALLOWAY,  M.D.,  Instructor  in 
Gynaecology,  McGill  University. 

First — The  Relation  of  Schroder's  Hystero -trachelorrhaphy 
to  future  Parturition. 

Second — The  failure  of  Electrolysis,  faithfully  carried  out 
for  one  and  a-half  years,  to  influence  a  hard,  slowly -growing 
Myofibroma  Uteri.  Removal  of  Appendages  by  Laparotomy, 
immediately  followed  by  premature  menopause  and  return  to 
health. 

Two  years  ago  I  read  a  short  paper  at  the  Ottawa  meeting 
of  the  Canadian  Medical  Association  on  "  The  Comparative 
Merits  of  Schrceder's  and  Emmet's  Hystero-trachelorrhaphy." 
In  this  paper  I  embodied  the  results  and  experience  obtained 
from  fifteen  hospital  and  twenty-two  private  cases.  During 
the  discussion  which  followed  the  reading  of  this  paper,  the 
question  was  asked,  "  What  effect  would  the  operation  have 
upon  future  pregnancy  and  parturition  ? "  This  question  I 
could  not  satisfactorily  answer  from  personal  experience  up 
to  that  time.  I  have  since  been  informed  by  the  attending 
physician  of  a  few  of  the  cases  I  had  operated  on,  that  they 
had  confined  their  patients  without  any  unusual  complication. 
But  I  was  anxious  to  have  personal  experience  of  this  nature 
with  a  few  of  these  cases.  The  opportunity  presented  itself  to 
me  some  months  ago.  I  was  thus  enabled  to  make  some 
valuable  observations  during  the  progress  of  labour. 

The  first  case  of  which  I  will  speak  had  borne  three  chil- 
dren within  the  space  of  six  years.  She  had  been  in  very 
poor  health  for  some  time  past,  and  was  a  subject  of  all  the 
reflex  neuroses  which  accompany  a  badly  lacerated  cervix 
complicated  with  chronic  metritis  and  profuse  purulent  uterine 
leucorrhcea.  A  few  months  after  the  operation  she  regained 
her  health  and  became  again  pregnant.  She  was  carefully 
watched  during  the  pregnancy,  as  she  had  suffered  two  mis- 
carriages before  the  operation.  It  was  interesting  to  observe 
the  effects  of  the  operation  in  this  direction,  whether  it  would 
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have  a  tendency  to  favour  the  occurrence  of  the  accident  or 
otherwise.  In  this  case  no  pregnancy  ever  progressed  to  the 
end  more  favourably.  The  observations  made  during  the 
progress  of  labour  were  indeed  interesting.  Labour  had  just 
begun  when  I  made  the  first  examination.  The  pains  were 
extremely  light,  and  it  seemed  to  me  as  if  several  hours  might 
elapse  before  attendance  would  be  required.  On  introducing 
my  finger  into  the  vagina  I  was  surprised  to  find  the  bag  of 
membranes  distended  to  complete  fulness  occupying  the 
vagina  and  nothing  else  to  be  felt.  There  was  no  evidence 
of  the  usual  resisting  ring  through  which  the  membranes 
protrude ;  nothing,  in  fact,  could  be  felt  but  this  boundless 
bag  of  water  containing,  high  up,  the  head.  I  ruptured  the 
membranes,  and  before  I  could  remove  my  coat  the  foetus  was 
expelled.  The  placenta  presently  followed,  but  the  uterus 
remained  a  little  soft.  External  manipulation  was  kept 
up  for  some  time,  still  there  seemed  to  be  a  want  of  reflex 
irritability  about  the  organ.  I  introduced  my  hand  into  the 
cavity,  but  found  no  clots  to  speak  of.  The  uterus  soon 
afterwards  recovered  its  tonic  contractility  and  remained  hard 
and  small.  During  the  time  my  right  hand  was  in  the  cavity 
of  the  uterus  I  could  distinctly  feel  what  appeared  to  be  the 
narrow,  thin  edge  of  Bandl's  ring.  The  convalescence  of  this 
patient  was  most  satisfactory.  The  cervical  opening  had  the 
same  appearance  as  directly  before  impregnation,  and  involu- 
tion of  the  pelvic  organs  have  been  very  perfect. 

The  second  case  of  this  nature  occurred  in  a  lady  who  had 
borne  eight  children,  who  had  not  been  pregnant  during  the 
past  eight  years.  She  suffered  from  incomplete  uterine  pro- 
lapse and  general  failure  of  health.  One  year  after  I  had 
repaired  the  cervical  and  perineal  lacerations  she  became 
pregnant.  Pregnancy  followed  a  very  even  course ;  but  when 
labour  set  in  the  pains  were  so  violent  that  chloroform  had  to 
be  given.  On  making  the  vaginal  examination  the  same 
condition  presented  as  in  the  first  case — i.e.,  the  bag  of  mem- 
branes completely  filled  the  vagina,  no  cervix  being  within 
reach.     After  the  membranes  were  ruptured  the  labour  soon 
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terminated.  There  appeared  in  this  case  also  a  slight  degree 
of  inertia  of  the  uterus.  When,  however,  the  uterus  once  con- 
tracted firmly,  it  remained  so.  This  patient  made  a  good 
convalescence,  and  the  uterus  involuted  well. 

In  regard  to  the  changed  condition  of  the  uterus  induced 
by  amputation  of  the  cervix  which  was  especially  high  in 
these  two  cases,  and  to  the  course  future  pregnancies  would 
follow,  it  has  been  a  matter  of  some  question.  Some  have 
suggested  that  the  operation  rendered  pregnancy  less  likely  to 
occur  afterwards.  On  this  point  my  experience  has  pointed 
to  the  reverse,  and  it  is  that  which  should  be  expected.  An 
old  hypertrophied,  cystic  and  bulbous  stump  discharging  large 
quantities  of  muco-pus  has  been  converted  into  a  hollow- 
shaped  cone  with  a  small  opening  in  the  centre,  absolutely 
free  from  abnormal  secretion.  There  is  to  me  no  condition  of 
the  parts  in  question  so  favourable  to  impregnation,  and  in 
the  last  case  recorded  it  proved  an  actual  cure  for  the  relative 
sterility. 

Further  experience  regarding  this  point,  however,  will  be 
required  in  order  to  enable  me  to  speak  more  definitely.  The 
question  of  the  liability  to  early  interruption  of  pregnancies 
can  be  answered,  I  think,  negatively.  I  have  not  seen  a  case 
where  early  abortion  could  be  attributed  to  the  operation,  and 
anatomically  it  would  not  be  indicated. 

In  regard  to  the  influence  of  the  operation  upon  full-term 
labour,  it  certainly  hastens  it,  renders  it  a  much  less  painful 
and  tedious  process,  and  does  away  with  all  possibility  to 
traumatism  of  the  cervix,  and  therefore  lessens  the  liability  to 
infective  disease.  This  latter  is  a  most  practical  point,  and  in 
importance  cannot  be  over-estimated.  The  relation  which  the 
cervix  uteri  bears  to  the  whole  female  sexual  system  in  the 
matter  of  septic  infection  is  well  recognised  and  needs  no 
further  comment.  I  do  not  mean  by  this  that  there  has  been 
a  developmental  error  in  the  process  of  progressive  evolution, 
but  I  certainly  do  mean  that  I  have  seen  more  evidence 
pointing  to  the  cervix  as  an  object  of  danger  than  I  have  to  it 
being  one  of  usefulness.     And  should  experience  prove  that 
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this  operation  will  not  involve  any  very  serious  drawback, 
I  am  afraid  my  convictions  in  this  respect  will  rather  gain 
than  lose  strength. 


II. — Case  of  Uterine  Myoma  treated  by   Electricity  and 
eventually  by  Laparatomy. 

This  case  was  referred  to  me  by  the  late  Dr.  R.  P.  Howard 
in  April,  1888.  History  as  follows:  Married  eight  years ; 
never  been  pregnant.  For  the  past  three  years  she  has  been 
losing  blood  very  freely  at  each  menstrual  period  ;  duration  of 
flow  from  ten  to  twelve  days,  accompanied  with  a  great  deal 
of  pain.  Leucorrhcea  very  profuse.  Extreme  anaemia  and 
general  failure  of  health. 

Examination. — Interstitial  myoma  apparently  occupying 
the  right  anterior  segment  of  uterus.  Uterus  mobile  and  not 
tender  to  manipulation.  Sound  enters  12  cm.  and  in  a 
straight  direction.  Auscultation  gives  a  distinct  bruit  over 
tumour.  The  tumour  reached  to  within  half-an-inch  below 
the  umbilicus,  and  could  be  freely  moved  in  every  direction. 

After  explaining  to  the  patient  the  different  methods  of 
treatment  adopted  for  the  relief  of  her  condition,  she  selected 
electricity.  From  May  10th  to  August  18th,  1888,  she  re- 
ceived thirty-one  applications,  chiefly  of  the  positive  pole, 
averaging  from  70  to  100  ma.  for  five  to  ten  minutes  each 
application.  During  some  of  these  sittings  she  suffered  a 
good  deal  of  pain,  and  I  had  often  difficulty  in  encouraging 
her  to  continue  the  treatment.  Towards  the  end  of  this 
course  she  became  much  improved  in  her  general  health. 
She  seemed  to  gain  colour,  and  the  blood  condition  was  cer- 
tainly much  improved.  She  was  stronger,  evidenced  by  her 
being  able  to  walk  longer  distances.  She  returned  to  her 
home,  and  spent  August  and  September  at  an  inland  summer 
resort.  In  October  she  began  to  fall  a  little  back  in  health, 
and  the  haemorrhages  became  again  excessive,  also  some  pelvic 
pain.     She  returned  to  me  for  treatment  on  October  1  ith,  and 
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remained  until  January  9th,  1889,  receiving  thirty-four  appli- 
cations of  positive  pole  of  strength  70  to  100  ma,  as  in  first 
series.  I  was  under  the  impression  that  she  suffered  more 
pain  during  this  series,  and  I  had  greater  difficulty  in  en- 
couraging her.  The  monthly  haemorrhages  lessened  and  she 
again  became  stronger.  During  the  six  months  of  almost 
constant  treatment  the  tumour  never  diminished  nor  changed 
its  character  permanently  in  any  way.  At  times  I  would 
think  it  was  smaller,  but  it  would  regain  its  size  without  any 
accountable  reason. 

She  again  returned  home  for  a  short  time.  In  May,  1889, 
she  visited  me  and  received  ten  applications  as  before.  In 
October  she  became  discouraged,  having  received  no  lasting 
benefit  from  the  electrical  treatment,  and  asked  me  to  remove 
the  appendages.  This  was  done  on  the  4th  of  October.  I 
found  some  difficulty  in  reaching  the  appendages  on  account 
of  the  size  of  the  tumour,  but  as  there  were  no  adhesions  this 
did  not  matter.  This  patient  returned  home  on  the  9th 
November.  She  has,  since  the  operation,  passed  two  periods 
practically  without  discharge.  Her  pains  have  all  disappeared 
and  she  is  as  much  improved  in  general  health  as  could  be 
expected  in  the  time. 

During  the  electrical  treatment  of  this  case  I  had  been 
most  careful  to  take  a  record  in  detail  of  the  effect  of  each 
application,  and  I  am  now  convinced  that  my  patient  suffered 
more  at  each  seance  of  over  70  ma.  than  she  did  during 
the  whole  of  the  period  of  convalescence  following  the 
operation.  It  therefore  cannot  be  wondered  at,  although 
surgeons  are  straining  every  nerve  at  present  to  give  the 
votaries  of  electricity  in  gynaecology  as  much  rope  as  possible, 
that  they  break  out  sometimes  in  condemnation  of  the 
method,  with  what  seems  a  feeling  of  just  indignation. 
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ALBANY   MEDICAL  ANNALS. 

A  Report  of  Ninety  Cases  of  Rapid  Dilatation  of  the  Uterine 
Canal  for  the  Cure  of  Dysmenorrhea  and  Sterility. 

Dr.  FRANKLIN  TOWNSEND,  Professor  of  Physiology, 
Albany  Medical  Collage,  says  :  I  take  particular  pleasure  in 
presenting  a  report  of  the  results  following  the  operation  of 
rapid  dilatation  of  the  uterine  canal  under  ether,  as  suggested 
by  Goodell  in  conditions — 

i.  Where  severe  and  intractable  dysmenorrhea  was  the 
most  prominent  symptom  in  unmarried  women  ;  and 

2.  Where  sterility  existed,  either  accompanied  by  dys- 
menorrhea or  not,  in  those  married. 

From  a  careful  analysis  of  ninety  cases  operated  upon  by 
me  for  the  relief  of  these  conditions,  beside  consulting  the 
reports  of  other  operators,  I  am  led  to  believe  sincerely  in  the 
beneficent  results  following  this  method  of  treatment. 

Formerly  it  was  my  custom  to  dilate  the  cervical  canal 
where  stenosis  existed,  by  a  process  of  gradual  widening  by 
Peaselee's  dilators,  or  uterine  sounds  of  steel,  or  by  Sims' 
method,  &c,  slowly,  possibly  on  an  average  of  every  third 
day,  increasing  the  size  of  the  sound  at  each  sitting.  Suffice 
it  to  say  that  success  never  appeared  to  attend  my  efforts  in 
bringing  about  immediate  relief  (after  a  very  extended  trial), 
though  in  the  hands  of  some,  gratifying  results  have  been 
occasionally  secured,  I  believe. 

From  the  time  that  Goodell  reported,  in  an  article  read 
before  the  Obstetrical  Society  of  Philadelphia  in  1884,  on 
"  Rapid  Dilatation  of  the  Uterine  Canal,"  and  which  ap- 
peared in  the  Trans.  Obstetrical  Society  of  Philadelphia,  1884, 
I  ceased  using  the  old  method  of  gradual  dilatation,  and 
substituted  the  rapid  method  under  the  influence  of  complete 
anaesthesia,  with  results  most  gratifying  and  noteworthy,  as 
will  be  seen  from  the  following  tables  : 

Dilatation  in  virgins  for  dysmenorrhoea,  other  means  failing  ...  57 

Complete  cure  of  dysmenorrhea  ...             ...            ...  ...  53 

No  better          ...             ...            ...             ...            ...  ...  3 

Made  worse      ...             ...             ...             ...             ...  ...  1 
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Dilatation  in  married  women  for  dysmenorrhoea  and  sterility, 

other  means  failing...  ...  ...  ...  ...     33 

Complete  cure  of  dysmenorrhoea  ...  ...  ...  •••33 

Complete  cure  of  sterility  ...  ...  ...  ...     27 

Remaining  sterile  two  years  or  more  after  operation...  ...       6 

Indications  For  and  Against  the    Operation. 

For  Operation. — For  an  operation  of  this  nature  to  be 
successful,  it  seems  to  be  essential  that  the  pelvic  peritoneum 
and  cellular  tissues  be  in  a  normal  condition,  the  uterine 
adnexa  also  in  a  similar  state,  and,  I  imagine,  when  these  are 
not  so,  many  of  the  failures  noted  are  thus  to  be  ascribed. 
Endometritis  and  metritis,  even  with  retro-  or  anteflexion, 
are  not  in  themselves  necessary  barriers  to  the  operation. 
The  straightening  of  the  uterus,  with  permanent  free  drainage 
from  the  cervical  canal,  is  sufficient  in  itself  as  means  toward 
a  cure  of  the  flexions,  metritis  and  endometritis  which  may 
exist.  Indeed,  it  must  be  freely  confessed,  I  think,  that 
when  cervical  stenosis  exists,  endometritis,  with  or  without 
metritis,  is  pretty  sure  to  be  found.  There  may  or  may  not 
be  flexions. 

Against  Operation.  —  It  would  seem  utterly  futile  and 
even  dangerous  sometimes  to  operate  in  cases  where  pelvic 
peritonitis  or  cellulitis  existed  ;  and  should  salpingitis,  no 
matter  what  the  character,  be  present,  the  result  of  such  pro- 
cedure is  almost  a  foregone  conclusion — failure. 

The  conditions  above  mentioned  should  be  first  properly 
treated,  especially  perimetritic  and  cellulitic  inflammatory 
troubles,  and  done  away  with  entirely  if  possible  before 
dilatation  is  practised.  Indeed,  success  rarely,  if  ever, 
attends  in  any  case  where  the  conditions  above  mentioned 
prevail. 

From  the  above,  therefore,  it  would  seem  absolutely 
essential  that,  for  success  to  follow  this  operation,  the  cases 
must  be  carefully  selected. 

Again,  it  has  been  my  experience  to  find  failure  following 
what  I  would  now  recognise  as  an  incomplete  operation — I 
mean  an  operation  where  all  the  steps  were  not  thoroughly 
carried  out. 
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Assuredly,  "  rapid  dilatation  of  the  uterine  canal  "  does 
not  mean  rapidly  dilating  the  canal  under  ether,  possibly 
from  one-quarter  to  one-half  an  inch,  or  even  an  inch,  and 
then  leaving  the  patient,  trusting  to  nature  to  do  the  rest. 
Such  a  procedure  is  a  thing  of  the  past,  I  hope,  where  the 
simple  "stretching"  of  the  canal  a  trifle,  without  even  the 
use  of  an  anaesthetic,  was  deemed  sufficient  to  work  out 
marvellous  results. 

From  a  careful  study  of  my  cases,  complete  records  of 
each  having  been  kept,  I  am  convinced  of  the  absolute 
inutility  of  this  operation  as  just  expressed.  Possibly  tem- 
porary amelioration  of  symptoms  may  follow  simple  dilata- 
tion of  the  narrow  cervical  canal,  but  in  time  the  patient  is 
equally  as  miserable  as  before  operation.  The  patency  of 
the  canal  caused  by  the  dilatation  will  not  remain  permanent, 
even  where  rupture  of  the  muscular  fibres  about  the  internal 
os  takes  place,  unless  it  be  kept  so  by  the  use  of  some  such 
instrument  as  the  stem  pessary,  which  not  only  aids  in  this 
manner,  but  also  acts  very  efficiently  in  straightening  the 
whole  uterine  organ. 

I  am  aware  that  there  are  many  who  hold  that  the  use  of 
such  an  instrument  is  a  most  dangerous  procedure  in  any  case, 
but  I  think  that  such  views  are  greatly  exaggerated,  as  in  no 
instance  have  I  seen  any  untoward  results  following  the 
introduction  and  continued  use  of  this  form  of  pessary.  This 
may  possibly  be  accounted  for  in  the  careful  manner  exer- 
cised in  its  use,  for  I  can  readily  understand  that  careless 
introduction  of  the  same,  with  inadequate  injunctions  regard- 
ing its  possible  dangers,  laid  strictly  down  to  the  patient, 
might,  and  in  many  instances  no  doubt  has,  given  rise  to 
most  unpleasant,  nay,  even  dangerous  results. 

The  various  steps  in  the  preparation  of  the  patient  for  the 
operation,  and  those  concerned  in  the  operation,  which 
have  so  uniformly  yielded  such  excellent  results,  are  simply 
these : — 

First.  The  patient  is  to  be  operated  upon  a  week,  if 
possible,  after  her  last  menstrual  period,  thus  giving  sufficient 
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time  before  the  next  flow  for  the  healing  of  the  uterine 
tissues,  which,  near  the  internal  os,  became  bruised  and 
lacerated  ;  also,  the  stem  has  the  opportunity  to  remain  a 
sufficiently  long  time  in  situ,  thus  materially  interfering 
with  any  serious  narrowing  of  the  cervical  canal. 

Second.  The  rectum  being  previously  unloaded  by  ene- 
mata,  the  bladder  emptied,  and  the  vagina  thoroughly  irri- 
gated with  a  warm,  clean  solution  of  bichloride  of  mercury, 
one  to  five  thousand,  the  patient  is  considered  prepared  for 
the  operation. 

Third.  All  instruments  used  are  to  be  thoroughly  cleaned, 
and  laid  in  a  pan  containing  warm  bichloride  solution,  one  to 
five  thousand.  The  essential  surgical  armamentarium  is 
limited,  consisting  of  a  Sims'  speculum,  a  double  or  single 
tenaculum  forceps;  Ellinger's  uterine  dilators,  corrugated 
ends,  large  and  small  size,  as  modified  by  Goodell ;  stem  pes- 
saries of  plain  vulcanite,  or  Thomas'  galvanic  stem  pessaries, 
none  to  be  longer  than  one  and  a-half  inches  ;  sponge-holders 
and  small  sponges ;  tampons  of  prepared  cotton  or  wool, 
soaked  in  a  thirty  per  cent,  solution  of  boro-glyceride. 

Fourth.  After  the  patient  is  thoroughly  anaesthetised, 
placed  in  Sims'  position,  and  the  speculum  introduced  and 
held  by  an  assistant,  the  operator  seizes  the  anterior  cervical 
lip  with  the  tenaculum  forceps,  and  gently  draws  down  the 
uterus  to  near  the  vulvar  orifice.  This  procedure  tends  to 
straighten  the  uterine  canal  for  the  introduction  of  the  small 
dilator,  which,  when  introduced  beyond  the  internal  os,  is 
slowly  opened,  until  it  is  thought  that  sufficient  dilatation  has 
been  reached  for  the  introduction  of  the  large  Ellinger,  whose 
blades  should  then  be  separated  to  the  extent  of  an  inch  at 
least,  as  marked  on  the  scale  placed  near  the  handle — this 
being  accomplished  more  or  less  gradually,  and  not  by  rude, 
quick  measures  ;  the  stem  is  introduced,  the  tenaculum  and 
speculum  are  then  removed,  and  the  vagina  tamponed,  as  well 
as  a  rectal  suppository  introduced  consisting  of  opium  one  and 
one-half  grains,  belladonna  extract  one-half  grain,  and  hyos- 
cyamus  extract  one  grain. 
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Fifth.  Should  pain  supervene, as  is  the  case  very  frequently, 
especially  over  the  hypogastrium,  a  flaxseed  poultice,  with 
tincture  of  opium,  is  to  be  applied.  The  urine  is  to  be  drawn, 
if  necessary,  for  a  day  or  two.  Usually  in  a  week's  time  the 
patient  is  enabled  to  be  out  of  bed,  and,  provided  no  pain  is 
occasioned  by  the  presence  of  the  stem  pessary,  it  is  to  be 
left  until  just  before  the  next  menstrual  flow,  when  it  is  then 
to  be  removed,  and  after  its  cessation  it  is  to  be  reinserted. 

It  was  noticed,  when  referring  to  the  results  of  rapid  dila- 
tation in  virgins,  that  out  of  fifty-seven  cases,  four  were  failures 
— that  is,  they  were  no  better  after  the  operation  than  before 
it — and  one  was  made  much  worse. 

This  latter  case  was  that  of  a  girl,  aged  nineteen,  suffering 
from  an  acutely  anteflexed  uterus,  with  a  narrow  cervical 
canal,  conical  cervix  ("pin-hole  "  os  externum).  It  was  in  the 
winter  when  the  days  were  short;  the  operation  was  begun 
late,  darkness  obscuring  absolutely  all  specular  observations. 
She  took  ether  badly,  and  was  only  partially  under  its  influ- 
ence when  the  dilator  was  introduced  into  the  cervical  canal. 
There  was  no  opportunity  afforded  for  the  use  of  the  specu- 
lum because  of  the  darkness,  and  the  whole  operation  was 
performed  by  the  sense  of  touch  alone — the  dilatation  of 
necessity,  therefore,  being  but  moderate  and  ineffectual,  the 
patient  being  "  out  from  the  anaesthetic,"  and  wildly  tossing 
about  the  bed,  almost  before  the  blades  of  the  instrument 
were  withdrawn.  Naturally,  in  this  instance,  no  stem  pessary 
could  be  used.  Altogether  I  regarded  the  whole  procedure  as 
not  only  having  been  poorly  and  inadequately  performed,  but 
censured  myself  severely  for  allowing  my  better  judgment  to 
be  led  astray  in  attempting  the  operation  under  the  unpromis- 
ing conditions  as  already  enumerated.  In  this  case,  pelvic 
peritonitis  was  promptly  developed,  and  it  took  quite  three 
months  before  the  young  woman  was  on  her  feet  again.  No 
one  was  more  to  blame  than  the  operator,  I  felt,  and  I  made 
up  my  mind  never  to  allow  myself  a  second  time  to  be  caught 
in  a  similar  predicament. 

In  the  other  cases  which  proved  failures,  the  operation  was 
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repeated  in  two  of  them,  after  an  interval  of  three  months, 
and  one  was  operated  three  different  times  with  no  good 
results.  All  of  these,  I  believe,  remain  sufferers  from  dysmen- 
orrhcea  at  the  present  time.  In  all  these  latter  cases  the 
operation  was  performed  with  the  same  care  and  precautions 
already  mentioned  as  being  so  essential  to  success. 

As  to  the  value  of  this  operation  for  overcoming  conditions 
of  sterility,  I  can  only  say  that  the  results  were  far  beyond  my 
expectations.  Referring  to  the  second  table  it  will  be  noticed 
that  all  were  suffering  from  dysmenorrhcea,  and  that  the 
operation  was  productive  of  relief  in  all  of  the  thirty-three 
cases,  and  also  that  twenty-seven  out  of  this  number  became 
fertile  sooner  or  later  after  the  operation — assuredly  a  good 
percentage. 

In  this  connection,  a  pertinent  question  naturally  arises, 
and  is  one  difficult  to  answer.  Did  the  operation  put  the 
patient  in  a  more  favourable  condition  for  conception  ?  Or, 
might  it  not  have  been,  that  these  patients  would  have  con- 
ceived without  such  operative  interference  ? 

In  answer,  I  can  only  say  that  in  all  but  three  of  these 
cases  operated  upon,  pregnancy  became  evident  after  a  few 
months — that  is,  within  a  year.  Of  the  three  going  beyond  a 
year's  time,  one  conceived  at  the  fifteenth,  one  at  the  seven- 
teenth, and  one  at  the  twentieth  month  after  the  operation. 

As  to  the  duration  of  the  sterility  in  these  cases,  I  append 
a  table,  which  goes  to  show  that,  in  all  of  the  twenty-seven 
cases,  more  than  two  years  had  elapsed  since  they  were 
married,  the  minimum  length  of  time  being  twenty-eight 
months,  the  maximum  nine  years. 

As  to  whether  these  cases  if  left  to  themselves  would  have 
conceived  or  not,  I  am  not  prepared  to  say,  but  I  feel  assured 
from  the  evidence,  that  the  operation  placed  them  in  a  con- 
dition much  more  favourable  for  such  a  result  to  follow  than 
had  they  been  left  severely  alone. 
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Four  Cases  of  Extra-Uterine   Pregnancy* 
By  G.  M.  Tuttle,  M.D.,  New  York. 

In  acceding  to  the  request  of  our  secretary  to  prepare, 
upon  short  notice,  a  paper  for  your  consideration  this  evening, 
I  am  denied  the  satisfaction  of  presenting  to  you  a  novel  topic 
or  the  results  of  original  investigation  ;  but  in  asking  you  to 
follow  with  me  the  histories  of  four  cases  of  ectopic  gestation 
which  called  for  operative  interference,  I  am  mindful  of  the 
keen  interest  with  which  this  subject  has  always  been  dis- 
cussed by  our  body — an  interest  enhanced  by  the  lack  of 
entire  agreement  of  our  views  upon  the  subject,  or  of  unani- 
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mity  in  the  deductions  we  have  each  drawn  from  personal 
experience. 

CASE  L— Admitted  November  25th,  1887,  E.  K.,  age  20. 
Menstruation  began  at  14,  regular  in  character ;  flow  free  and 
lasted  eight  days.  Pain  in  iliac  regions  for  two  days  prior  to 
and  during  first  two  days  of  flow.  Married  at  15  ;  a  miscar- 
riage at  third  month,  eight  months  after  marriage ;  no  other 
pregnancy.  Has  had  a  continuous  thick  white  and  yellow 
discharge  ever  since  marriage  ;  no  other  venereal  symptoms. 
Menstruated  as  usual  for  eight  days  in  September.  No  men- 
strual flow  in  October.  About  November  1st  began  to  have 
some  pains  across  lower  part  of  abdomen — pains  of  a  sharp, 
shooting  character,  lasting  an  hour  or  two  at  a  time  and  caus- 
ing patient  to  "  double  up."  On  November  15th  a  free  bloody 
discharge  from  uterus  began  and  has  continued  ever  since. 

Condition  on  admission :  Fairly  nourished  ;  facies,  anxious ; 
colour,  pale ;  bowels  obstinately  constipated,  and  patient  says 
there  is  a  sensation  of  something  "  in  the  way  "  during  defalca- 
tion. Urine  :  Trace  of  albumen  ;  no  casts.  Micturition  diffi- 
cult and  painful.  Uterus  strongly  antefiexed ;  fundus  en- 
larged and  softened  ;  at  left  of  uterus  is  a  mass.  Cervix 
patulus  and  soft.     Temperature  990. 

Patient  remained  confined  to  bed  until  February  16th 
[three  months),  when  she  .  -as  allowed  to  go  out  for  a  week  on 
a  pass.  During  this  interval  in  the  hospital  she  suffered  con- 
stantly from  severe  shooting  abdominal  pains  ;  obstinate  con- 
stipation, which  required  the  constant  and  persistent  use  of 
^nemata  ;  painful  and  difficult  micturition,  and  a  dark,  black- 
ish brown,  bloody  uterine  discharge.  On  January  4th  it  was 
:hought  that  the  mass  at  the  left  of  the  uterus  was  increasing 
in  size,  and  a  faradic  current  was  applied  as  usual  through  the 
mass  daily  for  ten  days,  without  apparent  effect  in  reducing 
:he  size  of  the  tumour.     Temperature  ranged  from  990  to  1010. 

February  2$rd. — Patient  returned  to  hospital  and  now  first 
:ame  under  my  care.  She  was  thin,  pale,  and  with  facial  ex- 
jression  of  much  suffering.  The  abdominal  pains  had  con- 
;inued  and  were  increasing  in  severity,  as  was  also  the  difficulty 
with  defalcation  and  micturition. 
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Examination  under  chloroform  :  Uterus  enlarged,  ante- 
flexed,  and  crowded  toward  right  side  of  pelvis  by  a  large 
mass  at  the  left  of  uterus  filling  in  the  left  side  of  the  pelvis, 
bulging  Douglas'  sac  well  down  into  vaginal  fornix,  occluding 
rectum,  and  mounting  about  two  fingers'  breadth  above  pelvic 
brim.  Patient  thinks  tumour  steadily  increasing  in  size. 
Cervix  soft  and  velvety. 

Diagnosis  :  Ruptured  tubal  pregnancy  with  large  intraperi- 
toneal hematocele.  Operation  March  21st,  1888.  Incision, 
four  inches  long,  disclosed  large  tumour  (the  size  of  a  child's 
head),  encapsulated  on  all  sides  by  firm,  thick  layers  of  plastic 
lymph  and  fibrin  and  by  strong  organised  adhesions  lying  at 
left  of  uterus  and  crowding  it  strongly  to  the  right.  With 
the  fingers  the  tumour  was  rapidly  shelled  out  of  its  sac-like 
wall  of  adhesions  and  layers  of  organised  lymph,  which 
peeled  off  easily  like  the  skin  of  an  orange.  The  sac  wall, 
adherent  on  all  sides  to  intestines,  broad  ligaments  and  uterus, 
was  removed  piecemeal.  In  separating  the  sac  from  intestines, 
the  adhesions  were  so  firm  as  to  result  in  tearing  the  serous 
and  muscular  coats  of  the  gut  for  some  inches.  This  rent  was 
immediately  closed  by  ten  Lembert  sutures  of  iron-dyed  silk. 
The  broad  ligament  was  then  ligated  along  its  base  in  mass 
sutures,  carried  by  Thiersch's  spindles,  from  the  infundibulo- 
pelvic  ligament  to  the  cornu  of  the  uterus.  The  right  ovary 
and  tube  were  held  down  by  adhesions,  which  were  torn  up, 
but  the  appendages,  apparently  healthy,  were  left.  The 
peritoneal  cavity  was  flushed  with  hot  water  and  a  Keith's 
tube  left  for  twenty-four  hours.  The  recovery  was  wholly 
uneventful,  union  primary,  and  the  patient  discharged  cured 
on  April  15th. 

Specimen,  examined  by  Dr.  J.  S.  Thacher,  showed  a  rup- 
ture of  the  left  tube  following  tubal  pregnancy,  chorionic  villi 
being  abundant  in  a  shaggy  patch  on  the  tube  walls.  No 
embryo  was  found,  though  the  large  clots  removed  were 
carefully  hunted  over.  The  patient  has  now  been  under 
observation  a  year,  and  has  remained  in  perfect  health,  work- 
ing daily  as  a  box-maker.     Menstruation  is  regular.     In  this 
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case  the  thorough  and  intelligent  use  of  electricity  for  the 
purpose  of  destroying  the  embryo  was  followed  by  no  evident 
amelioration  of  symptoms,  which  on  the  contrary  continued 
to  grow  worse  with  an  uninterrupted  increase  in  the  size  of 
the  tumour. 

Case  II. — Admitted  June  30th,  1888,  Mrs.  N.  J.,  age  27. 
No  history  of  syphilis.  Menstruation  began  at  14,  at  first 
irregular,  every  two  weeks  ;  flow  profuse  and  painful.  Mar- 
ried at  22 ;  had  a  miscarriage  two  months  later ;  ten  months 
later  gave  birth  to  child  at  term  ;  two  years  and  three  months 
ago,  another  miscarriage  at  fourth  month.  Has  had  leucorrhoea 
as  long  as  she  can  remember. 

Menstruated  as  usual  March  25th.  Then  did  not  "  see  any- 
thing" and  felt  in  unusually  good  health  till  May  10th  ;  then 
a  little  "  splash  "  of  blood  was  noticed,  followed  by  considerable 
pain  in  iliac  regions.  Felt  fairly  well  till  May  24th  :  then  had 
a  sudden  pain,  followed  by  the  discharge  of  a  substance  like  a 
piece  of  white  flesh,  with  many  small  blood  clots.  The  dis- 
charge of  blood  clots  has  continued  ever  since,  and  during  this 
period  she  has  had  frequent  attacks  of  nausea  and  vomiting, 
occurring  nearly  every  day,  and  accompanied  with  severe 
cramp-like  pains  in  the  lower  part  of  the  abdomen,  radiating 
down  thighs.  Has  noticed  localised  tenderness  of  abdomen, 
and  that  abdomen  has  been  increasing  in  size  since  March,  also 
that  breasts  have  become  larger  and  hard.  On  admission, 
temperature  99.6°  ;  urine,  trace  of  albumen. 

Examination  under  chloroform  :  Uterus  enlarged,  in  an- 
terior position,  pushed  somewhat  toward  left  by  a  mass  lying 
at  its  right ;  mobility  diminished.  This  mass  is  about  the  size 
of  two  closed  fists,  bulges  in  Douglas'  sac  and  postero-lateral 
fornices  of  vagina,  and  partly  occludes  rectum.  Cervix  some- 
what soft  and  velvety.  Sound  passes  three  and  one-half  inches, 
no  bleeding.  July  7th  :  mass  at  right  of  uterus  is  smaller  and 
uterus  more  movable.  Pains  are  less.  July  13th  :  pains  much 
more  severe  and  mass  seems  larger.  Diagnosis :  Probable 
tubal  pregnancy. 

July    18th :   operation.     Incision    three  inches,  disclosing 
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mass  the  size  of  two  fists  at  right  of  uterus,  the  mass  enclosed 
ill  thick  adhesions  ;  several  large  clots  in  peritoneal  cavity.  On 
separating  adhesions,  mass  was  found  to  consist  of  the  right 
tube  ruptured,  the  ovary,  and  a  mass  of  partly  organised  blood 
clots  with  fluid  dark  blood  in  centre  of  mass.  The  mass  was 
removed,  and  broad  ligament  ligatcd  and  cut  away  as  closely 
to  the  uterus  as  possible,  and  the  abdomen  cleared  of  clots. 
The  left  ovary  was  fixed  by  adhesions,  which  were  torn  up ; 
the  ovary  found  to  be  greatly  enlarged  by  multiple  haema- 
tomata  and  was,  with  its  tube,  removed.  Irrigation  and 
drainage  with  glass  tube  (Keith's).  Tube  removed  at  end 
of  twenty-four  hours.  Recovery  rapid  and  uncomplicated ; 
union  primary.  Patient  discharged  cured  at  end  of  one 
month,  and  has  since  remained  in  perfect  health.  Specimen  : 
Numerous  chorionic  villi  found  in  patches  near  site  of  rupture 
of  tube,  about  one  inch  from  cornu  uteri,  i.e.,  in  isthmus.  No 
embryo  found. 

In  this  case  we  note  the  fact  of  the  persistence  of  symptoms 
and  increase  in  size  of  the  tumour  for  two  months  following 
the  date  of  rupture  of  tube,  which  we  can  fairly  place  as  about 
May  24th. 

Case  III.— Admitted  January  4th,  1888,  Mrs.  M.  S.,  aged 
26.  Menstruation  began  at  15,  regular  and  painless;  flow 
three  days  and  moderate.  Married  at  20 ;  two  children,  ages 
5  and  3  respectively.  No  miscarriages.  Leucorrhcea  con- 
tinuous and  excessive  for  past  year.  Last  menstruation 
ended  December  20th,  1887. 

Since  birth  of  last  child  has  had  constant  backache  and 
bearing-down  pelvic  pain,  and  pain  in  rectum,  and  persistent 
leucorrhcea.  At  this  time,  at  right  of  uterus  and  posteriorly 
a  mass  the  size  of  an  egg  was  found,  fluctuating  and  tender, 
but  somewhat  movable ;  thought  to  be  a  hydro-  or  pyo- 
salpinx  or  cystic  ovary.  Patient  was  discharged  "improved  " 
on  January  28th.  After  leaving  hospital  patient  suffered 
constant  bearing-down  pains,  and  severe  pains  in  iliac  and 
hypogastric  regions.  A  week  after  her  discharge  from  the 
hospital  there  was  a  sharp  metrostaxis  lasting  some  ten  days  ; 
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many  large  clots  were  expelled,  with  severe  abdominal  pains, 
nausea,  vomiting,  and  faintness  followed  by  loss  of  conscious- 
ness. This  recurred  in  July,  with  clonic  spasms  during  period 
of  unconsciousness.  Patient  had  several  of  these  attacks ; 
cannot  tell  how  many.  September  29th  :  began  to  flow  again, 
and  since  that  date  there  has  been  a  constant  dark,  bloody 
discharge,  with  almost  constant  abdominal  pain,  nausea  and 
vomiting,  fainting  attacks,  loss  of  appetite,  flesh  and  strength. 
Bowels  constipated.     Micturition  difficult. 

Re-admitted  November  5th,  1888.  Urine  normal.  Ex- 
amination under  chloroform  :  Uterus  slightly  enlarged  ;  lies 
anteriorly  and  deviated  toward  left ;  cervix  lacerated,  hyper- 
trophic, but  soft.  Right  ovary  enlarged,  prolapsed,  and  fixed. 
Right  tube  enlarged,  fluctuates,  and  is  fixed  by  adhesions. 
Left  appendages  massed  in  and  fixed  by  adhesions.  Diagnosis  : 
Probably  pyo-salpinx,  double. 

Operation,  November  15th.  Incision  three  inches.  Great 
omentum  stretched  over  abdominal  contents,  passing  over 
uterus  like  a  curtain,  and  generally  adherent.  Separated  by 
sponge  pressure  and  ligation.  Left  tube  and  ovary  freed  from 
firm  adhesions  and  removed  (tube  glued  to  ovary,  which  con- 
tained a  small  abscess ;  tube  distended  moderately  by  pus). 
Right  tube  and  ovary  liberated  with  much  difficulty,  necessi- 
tating enlargement  of  abdominal  wound  another  inch  ;  brought 
out  intact  (though  tube  was  as  large  as  the  closed  hand  and 
very  thin),  and  removed.  Irrigation  because  of  free  oozing 
from  torn  adhesions,  and  drainage  tube  for  twenty-four  hours. 
Recovery  rapid  and  uneventful  ;  primary  union  of  wound. 
Discharged  cured  December  5th,  three  weeks  later. 

Specimen  :  Right  tube  was  distended  to  size  of  closed  fist, 
the  dilatation  being  chiefly  at  the  ampulla,  where  the  fimbriae 
were  found  adherent  to  a  very  large  and  cystic  ovary.  The 
contents  of  this  tube  were  partly  fluid  and  partly  solid,  and  in 
its  widest  part  could  be  felt  floating  a  small  hard  body  about 
the  size  and  shape  of  a  kidney  bean.  On  opening  the  tube 
this  little  body  was  found  to  be  attached  by  a  small  filament 
to  the  wall  of  the   tube,  and  proved  to   be   a   disorganised 
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embryo.  Chorionic  villi  abundant  at  site  of  attachment  of 
embryo.  The  walls  of  the  tube  in  places  were  almost  the 
thinness  of  tissue  paper,  and  seemed  on  the  point  of  rupture. 

In  this  case  again  we  have  a  pretty  clear  history  of  death 
of  the  embryo  followed  by  months  of  illness,  during  which 
the  symptoms  increased  in  severity,  and  the  extra-uterine 
feetal  sac  did  not  diminish,  but  on  the  contrary,  to  judge  from 
its  appearance,  was  distending  and  on  the  point  of  rupture. 

Case  IV. — Mrs.  A.  P.,  age  32.  I  was  asked  to  see  this 
patient  at  her  home  on  April  1st  by  Dr.  C.  N.  Thompson,  of 
this  city,  and  the  following  history  was  elicited  :  The  patient 
had  been  married  twelve  years  ;  had  borne  three  children,  the 
last  one  six  years  ago.  No  miscarriages.  Was  perfectly 
sound  and  well  up  to  two  months  ago,  when  she  skipped  her 
regular  monthly  period.  At  this  time  she  began  at  once  to 
have  severe  acute  pain  in  the  right  iliac  region,  of  agonising, 
cramp-like  character,  and  radiating  down  right  thigh,  causing 
cramps  and  twitchings  in  right  leg.  This  was  followed  by 
frequent  and  severe  nausea  and  vomiting,  terrible  pain  on 
defalcation  and  micturition.  Two  weeks  ago  patient  noticed 
a  swelling  or  hard  mass  in  the  right  iliac  region,  and  since 
that  time  she  has  had  a  constant  metrostaxis,  with  fever, 
headache,  and  sweating.  There  has  been  constant  throbbing 
in  the  region  of  the  mass.  Dr.  Thompson  had  observed, 
during  the  forty-eight  hours  preceding  my  visit,  that  the 
upper  level  of  the  tumour  had  risen  from  two  fingers  above 
Poupart's  ligament  to  three  fingers  above  the  umbilical  line. 
No  movement  of  the  bowels  could  be  effected,  and  the  urine 
was  passed  with  great  difficulty  and  pain.  She  was  at  once 
removed  to  my  ward  at  Roosevelt  Hospital.  She  was  pro- 
foundly anaemic  and  exsanguinated  ;  general  condition  very 
poor;  poorly  nourished.  Temperature  102° ;  pulse  120  and 
poor.  Urine  :  trace  of  albumen.  A  tumour  of  large  size  occu- 
pied the  hypogastric,  right  inguinal,  and  lumbar  regions, 
extending  up  to  about  three  fingers'  breadth  above  the  um- 
bilical line.  There  seemed  to  be  a  clear  space  in  the  region 
just  at  the  left  of  the  linca  alba,  and  then  another  and  smaller 
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mass  occupying  the  left  inguinal  fossa.  Tumours  of  smooth 
contour  and  tense,  doughy  consistency,  very  painful  to  touch. 
Vaginal  examination  showed  the  pelvis  filled  on  all  sides  with 
a  tense  mass  bulging  down  into  and  partly  occluding  both 
vagina  and  rectum.  Uterine  body  could  not  be  defined. 
Cervix  large,  patulous,  soft ;  discharge  bloody  and  dark. 
Breasts  contain  milk.  Diagnosis  :  Ruptured  tubal  pregnancy. 
Indication  for  operation,  the  evidence  of  continuing  internal 
haemorrhage. 

Operation :  Incision  five  inches,  followed  by  escape  of 
some  bright  blood  and  some  soft,  dark  clots,  disclosed  huge 
tumour,  very  tense,  of  size  described,  with  smooth,  bluish-pink 
surface.  The  tumour  was  almost  surrounded  and  overlaid  by 
the  colon  and  meso-colon,  and  covered  in  everywhere  by 
thick,  greenish-yellow  layers  of  organised  lymph.  At  left  of 
tumour  lay  large,  free,  dark  blood  clots.  An  attempt  was  made 
to  clear  the  mass  from  the  colon,  but  the  density  of  the  adhe- 
sions encapsulating  the  mass  rendered  this  impossible,  as  they 
were  almost  an  inch  in  thickness  and  of  fibrous  hardness. 
Puncture  with  Tait's  trocar  let  out  some  fluid  blood,  but  it 
was  necessary  to  lay  open  the  sac,  introduce  the  whole  hand, 
and  turn  out  the  clots.  Some  pounds  of  soft  clots  were  thus 
quickly  shelled  out,  together  with  several  large  masses  of 
organised  tissue,  one,  placental  with  membranes,  being  as 
large  as  a  mandarin  orange.  This  was  attached  firmly  to  the 
sac  wall  formed  by  intestines  and  organised  lymph  and  fibrin. 
Its  removal  was  followed  by  alarming  haemorrhage,  which  was 
controlled  by  large  Keith  lion-jaw  clamps  and  by  sponge 
packing.  To  the  left  of  the  large  tumour,  occupying  the  left 
iliac  fossa  and  in  front  of  broad  ligament,  was  a  large  col- 
lection of  soft  blood  clots  which  had  evidently  escaped  from 
the  larger  tumour.  The  removal  of  these  large  masses  left 
large,  open  sacs,  with  the  intestines  and  sac  walls  as  their 
boundaries.  These  sacs  and  the  general  peritoneal  cavity 
were  flushed  with  hot  water,  and  I  then  (after  the  method  of 
Miculicz)  packed  first  the  smaller  cavity  at  the  left  iliac  fossa, 
and   then   the   right   and    larger   sac,   with  iodoform  gauze, 
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stuffing  it  loosely  and  rapidly  into  all  the  nooks  and  corners, 
putting  as  much  in  as  would  fill  an  ordinary  hat,  and  bringing 
the  ends  out  through  the  lower  angle  of  the  abdominal  wound 
— which  was  left  open  for  one  and  one-half  to  two  inches — 
together  with  the  handles  of  the  four  Keith's  clamps.  No 
drainage  of  peritoneal  cavity.  The  wound  was  closed  rapidly, 
including  all  layers  in  the  sutures.  Time  of  operation, 
twenty-nine  minutes.  I  scarcely  expected  to  get  the  patient 
off  the  table,  and  hypodermatic  injections  of  whiskey  and 
strophanthus  were  given  freely,  followed  by  hot  whisky 
enemata,  elevation  of  foot  of  bed,  &c.  The  pulse  could 
scarcely  be  counted.  The  patient  soon  reacted.  The  clamps 
were  removed  in  twelve  hours,  and  the  gauze  gradually  with- 
drawn during  the  next  two  days.  The  patient  suffered  no 
pain  and  did  not  have  a  single  unpleasant  symptom.  Her 
convalescence  was  as  easy  and  natural  as  after  the  simplest 
operation,  and  in  a  little  over  two  weeks  she  was  about  the 
ward,  and  is  now  well. 

Specimen  :  Chiefly  clots  ;  well-marked  placental  cotyle- 
dons and  membranes,  but  no  embryo.  No  tube  or  ovary — 
probably  left  in  sac  wall  below,  as  they  did  not  come  into 
view  during  the  operation.  The  left  tube  and  ovary  were 
seen  to  be  normal. 

It  is  idle  to  draw  deductions  from  such  a  small  number  of 
cases,  but  in  all  such  cases  there  are  facts  that,  carefully 
studied,  ought  to  be  helpful  in  shedding  light  upon  the  much- 
vexed  question  of  the  course  and  progress,  the  dangers  and 
the  proper  treatment,  of  ectopic  gestation. 

In  the  cases  I  have  presented  it  seems  to  me  that  the 
most  significant  and  striking  fact  is  this  :  that  all  danger  to 
the  patient  does  not  cease  with  the  death  of  the  embryo,  and 
this  leads  us  naturally  to  the  old  query  as  to  whether  the 
destruction  of  the  embryo  by  electricity  is  as  radical  and 
scientific  a  procedure  as  removal  by  primary  laparatomy. 

The  use  of  electricity  in  Case  I.  was  followed  later  by  a 
large  increase  in  the  size  of  the  tumour,  and  by  such  general 
deterioration  and  symptoms  of  such  gravity  as  to  demand 
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operative  interference.  But  the  electricity  was  used  probably 
some  time  after  death  of  embryo  and  rupture  of  tube  {vide 
history).  No  evidences  of  an  embryo  could  be  found,  and  it 
must  have  perished  some  time  prior  to  operation,  but  the 
numerous  chorionic  villi  gave  indisputable  evidence  of  the 
nature  of  the  case. 

In  Case  II.,  two  months  after  the  rupture  of  the  tube  and 
death  of  the  embryo,  operation  was  necessitated  because  of 
the  increasing  suffering  and  steady  loss  of  health  and 
strength. 

In  Case  III.  we  have  the  curious  history  of  all  the  typical 
symptoms  of  tubal  gestation,  and  the  discovery  of  the  mass 
months  before  the  operation,  and  during  many  months  the 
history  of  repeated  attacks  of  local  peritonitis,  frequent  metro- 
staxis, constant  suffering,  and  steady  decline  in  health.  Some 
of  these  symptoms  were  probably  due  to  suppurative  disease 
of  appendages  of  other  side  (left). 

In  Case  IV.  we  have  apparently  an  abdominal  gestation 
with  death  of  embryo,  and  later  haemorrhages  so  extensive 
and  alarming  as  to  seriously  jeopardise  the  patient's  life. 

I  have  for  a  long  time  inclined  to  that  view — which,  as  I 
am  aware,  is  opposed  by  most  of  the  members  of  this  Society, 
and,  so  far  as  I  know,  is  voiced  by  only  one  of  our  Fellows — 
which  favours  primary  laparatomy  and  removal  of  the  tubal 
ectopic  sacs,  as  opposed  to  the  use  of  electricity  with  a  view 
of  arresting  the  gestation  ;  and  this  view  is  the  result  of  a 
careful  and  thorough  study  of  the  entire  literature  of  the  sub- 
ject, and  a  weighing  of  all  the  pros  and  cons,  and  is  not 
based  upon  my  very  small  personal  experience,  though  my 
own  cases  and  personal  observations  have  tended  to  confirm 
convictions  previously  arrived  at.  I  would  not  for  a  moment 
be  interpreted  as  making  the  above  choice  a  general  rule,  for 
it  would  be  nonsense  to  urge  the  general  adoption  of  a  capital 
surgical  operation,  as  against  the  safe  employment  of  elec- 
tricity ;  but,  given  a  skilful  abdominal  surgeon,  it  seems  to  me 
there  can  be  but  one  choice. 

In  primary  laparatomy  for  tubal  gestation  in  these  days, 
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we  have  the  absolute  certainty  of  the  immediate  and  entire 
removal  of  all  danger  by  an  operation  which,  in  skilful  hands, 
is  relatively  easy  and  safe  ;  and  to  me  it  appears  an  un- 
scientific and  wholly  unsurgical  procedure  for  such  men  to 
resort  to  measures  which,  though  they  destroy  the  embryo, 
do  not  by  any  means  grant  to  the  patient  the  same  positive 
immunity  from  subsequent  dangers. 

I  have  no  time,  in  the  limits  of  this  paper,  to  examine  the 
arguments,  but  of  them  all  the  statistical  is  to  my  mind  the 
most  fallacious  and  the  least  convincing.  While  I  do  not  for 
a  moment  question  the  accuracy  of  the  diagnosis  of  many  of 
the  reported  cases  of  tubal  pregnancy  and  their  prompt  arrest 
and  cure  by  electricity,  yet  to  give  credence  to  all  or  even 
many  of  them,  is  to  give  to  general  and  inexpert  testimony  a 
value  which  it  does  not  deserve.  There  is  no  single  symptom, 
and  almost  no  group  of  symptoms,  which  lead  us  to  diagnose 
an  ectopic  gestation,  which  may  not  have  their  origin  in  other 
conditions ;  and  countless  errors  in  diagnosis  of  this  nature 
constantly  occur  at  the  hands  of  the  very  masters  in  this  diffi- 
cult field.  How  difficult,  then,  is  it  to  accept  much  of  what  is 
put  forth  as  statistical  proof  of  the  greater  safety  and  equal 
efficiency  of  what  is  termed  the  American  method  of  treat- 
ment by  electricity. 

As  yet  we  have  almost  no  statistics  of  the  safety  of  the 
operation  of  primary  laparatomy,  but  it  is  strange  to  hear 
men  argue  in  favour  of  electricity  because  of  its  safety — men 
in  whose  skilful  hands  a  primary  laparatomy  for  tubal  preg- 
nancy would  be  as  safe  and  simple  as  the  operation  for  a 
hydro-salpinx. 

Statistics  will  have,  for  a  long  time  to  come,  but  slight 
value,  and  what  we  need  more  is  a  careful  study  of  the  dan- 
gers and  complications  which  follow  in  the  train  of  ectopic 
gestation,  even  after  the  embryo  shall  have  perished,  and 
especially  the  relation  of  large  intra-peritoneal  hematoceles  of 
obscure  origin  to  ectopic  gestation.  Were  a  careful  micro- 
scopical examination  of  these  cases  made,  I  believe  that  the 
proof  of  their  origin  in  tubal  pregnancies  would,  as  in  my  own 
cases,  often  be  found  where  it  is  now  overlooked. 
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The  question  of  the  propriety  of  operating  or  of  following 
the  expectant  plan  after  rupture  has   occurred— the  patient 
having  survived  the  primary  haemorrhage  and  shock,  and  the 
effused  blood  having  been  shut  in  by  encapsulation— is  an  in- 
teresting one,  and  one  that  offers  much  to  be  said  on  both 
sides.     Each   case  must  be  judged  on  its  own    merits.     In 
three  of  my  cases,  probably  the  patients  would  have  lived  and 
perhaps  been  cured  without  operation ;  but  their  very  exist- 
ence was  embittered  by  their  sufferings,  and  their  usefulness 
wholly  impaired.     I  succeeded  in  at  once  restoring  them  to 
health   and   activity,  and  they  were  cases  which  could   not 
spare  themselves  for  long  periods,  nor  incur  the  possible  risks 
of  suppuration,  &c.     In  the  fourth  case  operation  was  impera- 
tive to  save  life. 

In  regard  to  the  treatment  of  these  large  intra-peritoneal 
hematoceles,  it  seems  to  me  that  the  following  are  the  essen- 
tial points:  Strict  asepsis,  rapidity  of  operation,  thorough 
removal  of  clots  and  debris,  arrest  of  haemorrhage.  If  there  is 
no  pus  the  risk  of  infection  is  slight.  If  there  are  large  dead 
spaces  or  empty  sacs  left,  we  have  in  the  method  of  Miculicz 
— i.e.,  packing  them  temporarily  with  gauze— a  simple  and 
efficient  method  of  treatment. 

In  my  fourth  case  the  removal  of  the  placenta  was  against 
the  rules  formulated  from  experience,  and  was,  moreover, 
accidental.  I  succeeded,  however,  in  arresting  the  haemorr- 
hage from  its  site  by  clamps  and  pressure,  and  the  cure  was 
correspondingly  more  rapid  and  satisfactory. 
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Dr.  G.  Granville  Bantock.  has  been  elected  an  Honorary 
Member  of  the  Socie'te'  Beige  de  Gynecologie  et  d'Obste'trique. 

Dr.  Robert  Barnes  has  been  elected  an  Honorary  Member, 
and  Dr.  Fancourt  Barnes  an  Honorary  Corresponding  Member,  of 
the  Societe'  Imperiale  de  Me'decine  de  Constantinople. 


Professor  Guiseppe  Chiarleoni  director  of  the  Royal  School 
of  Obstetrics  for  Midwives  in  Vercelli,  has  been  appointed  clinical 
professor  at  the  Royal  University  of  Catania,  in  place  of  Professor 
Mangiagalli,  who  has  resigned. 


We  have  to  announce  with  great  regret  the  death  of  Professor 
Macari.  He  was  for  many  years  director  of  clinical  obstetrics  in  the 
Royal  University  of  Genoa.  His  name  was  familiar  to  English 
readers  as  an  industrious  and  distinguished  writer  on  gynaecology. 


The  annual  meeting  of  the  Royal  Maternity  Charity  was  held  on 
January  28th,  1889,  at  the  offices  of  the  Institution,  31,  Finsbury 
Square,  E.C.  It  was  stated  at  the  meeting  that  the  Charity  had 
been  engaged  in  the  work  of  delivering  poor  married  women  at  their 
own  homes  for  nearly  a  century  and  a  half.  During  the  past  year  3,42  7 
poor  married  women  were  delivered  of  3,491  children,  viz.,  1,885 
boys  and  1,606  girls,  64  being  twin  cases;  62  boys  and  42  girls  were 
stillborn,  and  24  infants  died  shortly  after  birth. 


Porro's  operation  has  lately  been  practised  with  considerable 
success  in  the  various  Lying-in  Hospitals  in  Italy.  We  read  in  the 
Annali  di  Ostetricia  e  Ginecologia  that  on  September  15th,  1889, 
Dr.  Navasquez  saved  both  mother  and  child  by  this  method  at 
the  Maternity  of  Lucca.     On  the   5th   October,   Dr.  Scibelli  also 
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saved  a  mother  and  child  at  the  Maternity  of  Naples  in  a 
case  of  osteomalacia.  A  third  case,  done  on  the  14th  of  the 
same  month  in  the  Hospital  of  Cesena  by  Dr.  Giommi,  resulted 
in  another  success  both  as  regards  the  mother  and  child.  We  think 
the  above  cases  are  of  great  interest  as  showing  the  value  of  this 
operation  in  the  hands  of  the  obstetrician.  The  success  achieved 
throws  great  credit  on  Italian  surgery,  and  certainly  does  not  seem  to 
call  for  any  aid  in  the  way  of  modifications,  such  as  that  of  Sanger, 
of  one  of  the  most  beautiful  and  simple  surgical  proceedings.  Let 
Porro's  operation  remain  unmodified.     "  Fara.  da  se." 


The  following  is  a  list  of  the  names  of  the  Committee  of  Organi- 
sation of  the  Section  of  Obstetrics  and  Gynaecology  of  the  tenth 
International  Medical  Congress,  which  will  be  opened  in  Berlin  on 
Monday,  August  4th,  1890,  and  will  be  closed  on  Saturday,  August 
9th.  Those  who  take  part  in  the  Congress  will  pay  a  subscription  of 
twenty  marks  on  being  enrolled  as  members.  For  this  sum  they 
will  receive  a  copy  of  the  Transactions  as  soon  as  they  appear. 
Medical  students  and  other  persons,  ladies  and  gentlemen,  who  are 
not  physicians  but  who  take  a  special  interest  in  the  work  of  a  par- 
ticular sitting,  may  be  invited  by  the  President  or  be  allowed  to 
attend  the  sitting  by  special  permission.  Obstetrics  and  Gynae- 
cology : — Fritsch,  Breslau  ;  Gusserow,  Berlin  ;  Hegar,  Freiburg  ; 
Hofmeyer,  Wiirzburg ;  Kaltenbach,  Halle;  Lohlein,  Giessen;  Martin, 
Berlin,  N.W.,  Moltkestr.  2  ;  Olshausen,  Berlin ;  Winckel,  Miinchen. 
Communications  or  enquiries  regarding  the  business  of  separate 
sections  must  be  addressed  to  the  managing  members  thereof.  All 
other  communications  and  enquiries  must  be  directed  to  the  General 
Secretary,  Dr.  Lassar,  Berlin,  N.W.,  19,  Karlstrasse. 


Parts  IX.,  X.  and  XL,  or  Vol.  III.  of  the  British  Gynecological 
Journal  being  out  of  print,  the  Publishers,  Messrs.  John  Bale  &  Sons, 
87-S9,  Great  Titchfield  Street,  Oxford  Street,  W.,  will  be  glad  to 
purchase  either  of  the  above  at  full  price. 
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